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SUSTAGEN 


a completely new approach to tube feeding 


Calcium pantothenate 
Pyridoxine hydrochloride 
Choline bitartrate 


Phosphorus 
Sodium 


For detailed information, wri'e for the 
booklet, to Use Sustagen."’ 


Now it is possible to give patients who cannot or 
should not take food by mouth the full nutritional 
support necessary to promote recovery and hasten 


convalescence. 


WITHOUT COMPLICATING SIDE EFFECTS 


The problem of diarrhea, cramps and nausea, so 
long associated with tube feeding, is practically elim- 


inated by Sustagen. 


WITHOUT DISCOMFORT TO THE PATIENT: 


Mead’s Tube Feeding Set provides new and un- 
equalled ease of administration. The smooth, slender 
plastic tubing, about half the size of the smallest 
rubber tube, is easily inserted and swallowed almost 


without sensation. 


THERAPEUTIC NUTRITION IN THERAPEUTIC AMOUNTS 


Sustagen more than meets all nutritional needs even 
in periods of physiologic stress such as those which 
accompany serious illness and injury. Sustagen meets 
or exceeds the therapeutic recommendations of the 
Committee on Therapeutic Nutrition, Food and Nu- 
trition Board, National Research Council. 


IDEAL ALSO FOR ORAL USE 
Makes a delicious and nutritious ‘food 
drink’’ for patients requiring a restricted 
or liquid diet. 3 oz. of Sustagen and 5 
oz. of water makes a glassful supplying 
330 calories and 20 Gm. protein. 


ony U STAG E N a complete nutriment for tube feeding 


MEAD JOHNSON & COMPANY 


EVANSVILLE, INDIANA, U.S.A. 
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; A 24 hour feeding of 900 Gm. supplies: ee 
Carbohydrate................ 600 Gm. 
Vitamins and Minerals (en 
Vitamin A................. 5000 units ‘is 
Vitamin D.................. WO enits 
Ascorbic acid................ 300 mg. 
Thiamine hydrochloride........ 10 mg. ae: 
Riboflavin. . 
‘ 100 mg. \ 
40m. 
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NEW 


A significant advance in anticonvulsant therapy 


Brand of Primidone 


clinically valuable in the control of 


grand mal seizures and psychomotor attacks 


effective in many patients refractory to other 


anticonvulsant therapy. Complete control of all major seizures was 
achieved with “Mysoline” therapy in 58 per cent of a group of 45 patients who had previously 
received other antiepileptic drugs without success; significant benefit was noted in 22 per cent. 


"“Mysoline” is‘singularly free from toxic effects,” and when side reactions occur, they 
are usually mild and transient.? 


The effectiveness of “Mysoline” and its relatively wide margin of safety is well documented in the 
literature. Complete information and extensive bibliography may be obtained upon request. 


No. 3430 — supplied in 0.25 Gm. tablets (scored), bottles of 100 and 1,000. 


1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 
2. Whitty, C. W. M.: Brit. M. J. 2:540 (Sepr. 5) 1953. 


NEW YORK, N, Y. 
MONTREAL, CANADA 
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Parenteral administration of Luminal Sodium promptly tones down nervous sys- 
tem excitement. Whether manifested as convulsions, psychic agitation, or perni- 
cious vomiting, nervous overactivity is controlled profoundly and for prolonged 
periods with Luminal Sodium in adult doses of from 2 to 5 grains. 


LUMINAL SODIUM is supplied in... 
Hypodermic tablets of 65 mg. (1 grain), bottles of 50 and 500, for subcuta- 


neous or intramuscular injection; 


Powder, ampuls of 0.13 Gm. and 0.32 Gm. (2 grains and 5 grains), boxes of 
5, 25 and 100, for subcutaneous, intramuscular and (exceptionally) 
intravenous injection; 


Solution in propylene glycol, ampuJs of 2 cc. (0.32 Gm. «5 grains), boxes of 
5 and 100, for intramuscular injection only. 


New Serrated ampuls. The constricted neck of Luminal Sodium powder 
ampuls is serrated for easy and clean opening. In making the file cut 
only moderate pressure is required. 


LUMINAL’ SODIUM 
The Beand yf, Pronobarbiel 


BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


Luminal, trademark reg. U. S. & Canada 


New Yorn, Winosoe, Ont. 
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Two useful drugs 


psychiatry 


Clinical reports published in 1953 have confirmed the value of NICOTAL-G 
for mental depression and anxiety, and of NICOZOL for senile psychoses. 


is a combination of nicotinic acid (vasodilator) 
and phenobarbital (sedative). With the com- 
bination of these two drugs Thompson and 
Proctor’ in 1953 reported definite improve- 
ment in a series of patients suffering from 
depressive and anxiety reactions. 


is a combination of pentylenetetrazol (analep- 
tic) and nicotinic acid (vasodilator). With the 
combination of these two drugs Levy? in 1953 
reported benefit in senile psychoses including 
mild memory defects, confusion, mental de- 
terioration and abnormal behavior. 


1. THOMPSON, L. J. AND PROCTOR, R. C.: 
North Carolina Medical Journal, Sept., 1953. 


2. LEVY, S.: 


Journal of the American Medical Association, Dec. 5, 1953. 


EXCLUSIVE PRODUCTS OF 


DRUG SPECIALTIES, nc. 


NICOTAL-G_ Tablets 
depression and anxiety. Contain nicotinic acid 
100 mg. and phenobarbital 8 mg. Dosage: 2 
to 1 tablet (or a teaspoonful of the Elixir) 


(grooved) for mental 


t. i. d. according to dosage schedule. 


Each NICOZOL Capsule contains pentylene- 
tetrazol 100 mg. and nicotinic acid 50 mg. 
One teaspoonful of the Elixir equivalent to 
2 capsules. The recommended dose is 1 or 2 
capsules or | teaspoonful of the Elixir three 
times daily. 


| 


Drug Specialties, Inc. 

Winston-Salem 1, N. C. 
Kindly send me complimentary sample 
and professional literature. 


NICOTAL-G Tablets 
NICOZOL Capsules 
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BOOKS for the 
PSYCHIATRIST 


EXISTENCE AND THERAPY 


By Ulrich Sonnemann 


This book is an introduction to phe- 
nomenological psychology and psycho- 
therapy, a clarification of the Daseins- 
analytic approach. Moreover, it is a 
study of the influence of Kierkegaard, 


THE TECHNIQUE OF 
PSYCHOTHERAPY 
By Lewis R. Wolberg 


This volume delineates step by step all 
the procedures presently used success- 
fully in the treatment of emotional prob- 
lems: every point is illustrated with 
ample case material. The approach is 
eclectic, and correlates the positive fea- 
tures of the various systems of psycho- 
therapy. Both practicing psychiatrist 
and student will find this exhaustive 
work invaluable. (880 pp., $14.75) 


DEPRESSION 
Edited by Paul Hoch and Joseph Zubin 


One of the outstanding problems in psy- 
chopathology today is here treated from 
the viewpoint of the various scientific 
disciplines: genetics, clinical psychiatry, 
psychodynamics, child psychiatry, physi- 
ology, ete. This joint attack bids fair to 
make substantial progress in our knowl- 
edge of such states. (288 pp., $5.50) 


Jaspers, Heidegger and Binswanger on 
post-Freudian psychology, and an inter- 
pretation of psychological existentialism 
—a growing movement which more and 
more therapists are investigating. 
(about 400 pp., about $8.00) 


TRANSFERENCE: Its Meaning and 
Function in Psychoanalytic Therapy 


By Benjamin Wolstein 


This volume, based on clinical experi- 
ence as well as on the conceptions of the 
William Alanson White Institute, ex- 
plores the interpretation of transference 
distortions as the chief instrument of 
psychoanalytic therapy. This is the 
first extended monograph devoted ex- 
clusively to this key instrument of 
therapy. (220 pp., $5.00) 


THE VOICE OF NEUROSIS 
By Paul Moses 
This is an extension of Dr. Moses’ well 


PROGRESS IN NEUROLOGY 
AND PSYCHIATRY, Vol. IX 


Edited by E. A. Spiegel 


This new volume of this standard refer- 
ence again critically reviews the world 
literature of the past vear for significant 
contributions. Dealt with are basic neu- 
rologic sciences, special aspects of neu- 
rology and neuropsychiatry, and various 
fields of clinical psychiatry. 

(about 600 pp., about $10.00) 


known lectures to psychiatrists in recent 
years. He studies the voice of the neu- 
rotic, independent of the content of the 
words, thus pointing up new acoustic 
dimensions which can be applied to the 
interpretation of various neurotic mani- 
festations. He demonstrates how vocal 
dynamics mirror psychodynamics, and 
shows how each neurosis finds its spe- 
cific vocal expression. 

(about 152 pp., about $3.00) 


ORDER NOW—ON APPROVAL 


Please send, on approval: 


_| Wolberg, $14.50 Sonnemann, $8.00 


| Hoch-Zubin, $5.50 —) Wolstein, $5.00 


_| Spiegel, $10.00 Moses, $3.00 


_| Check enclosed 


, GRUNE & STRATTON, INC. 


2 381 Fourth Avenue New York 16, N.Y. 


| Charge my account 
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AQ 


SUPPRETTES 


VACHLORAL 


AQUACHLORAL 
Supprettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 

A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


The William 4. Webster Eo. 


MEMPHIS 3, TENNESSEE 
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Creating 


are encouraged by 


Meth hetamine Hydrochloride, COMPRESSED 


Pp 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 

depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
‘ll b ‘Methedrine’ brand Methamphetamine Hydrochloride, 
we e 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


& Burroughs Wellcome & Co. (U.S.A.) Inc, Tuckahoe 7, New York 
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versatile barbiturate 


AMYTAL 
SODIUM 


(Amobarbital Sodium, Lilly) 


produces prompt and prolonged narcosis 


permits controlled hypnosis 


prevents convulsions during shock therapy 


AVAILABLE 


...1 grain ..3 grains 


AMPOULES. 1 7/8 grains 
3/8 7 1/2 grains 
11 1/2 grains 15 1/2 grains 


AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


Finding solutions to the many medico- 
legal problems raised by psychosurgery be- 
comes more important as use of this therapy 
increases. 

In September 1936, Freeman and Watts 
introduced prefrontal lobotomy in the United 
States. The total number of patients treated 
by either of the frontal lobe operations since 
that time is unknown. A recent compilation 
for the U. S. Veterans Administration(1) 
showed some 2,500 brain operations per- 
formed under their auspices. McKissock(2), 
in 1946, and Watts(3), in 1947, both passed 
the 500 mark ; one of us (J.R.) is able to re- 
port over 200 such operations in collabora- 
tion with Dr. J. Lawrence Pool at the New 
York State Psychiatric Institute in the past 
3 years. In 1949, the U.S. Public Health 
Service(4) was able to collect 8,000 cases in 
the United States—and this prior to the in- 
troduction of the transorbital technique 
which permits operations on thousands of 
cases in hospitals throughout the country 
without the services of a neurosurgeon. 
Freeman(5) is reported to have operated 
upon 228 patients by the transorbital tech- 
nique in a 12-day period in September 1952. 
On the basis of these and other similar sta- 
tistics, we estimate conservatively that be- 
tween 20,000 and 25,000 patients in the 
United States have undergone psycho- 
surgery. 

While the number of patients so treated 
has been increasing, the search for more se- 
lective and less damaging frontal lobe pro- 
cedures has heen pressed by many investiga- 
tors. Greenblatt and Solomon(6) recently 


1 Read at the ro9th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2From the Departments of Neurology and 
Neurosurgery, Columbia University, College of 
Physicians and Surgeons, and the Neurological 
Institute, Columbia-Presbyterian Medical Center. 

We are greatly indebted to Ross E. Traphagen, 
Jr. of New York City, a member ef the New York 
Bar, for his valuable contribution to the legal 
aspects of this paper. 


MEDICO-LEGAL PROBLEMS IN 


MAXIMILIAN SILBERMANN, M.D. ann JOSEPH RANSOHOFF, M.D.? 
New York City 


PSYCHOSURGERY * 


reported quite favorably on bimedial lo- 
botomy in a large series of cases. Superior, 
orbital, and polar topectomies have been per- 
formed by Pool(7) ; the technique of under- 
cutting of the same areas has been con- 
tributed by Scoville(8). Walker and others 
(9) have studied removals of the uncus and 
amygdaloid. These and the transorbital 
method of Freeman(10) are all examples of 
the continuing effort to achieve more selec- 
tive and yet equally effective operations. 

Hand in hand with these modifications of 
the original lobotomy has gone the broaden- 
ing of the bases for psychosurgery. While 
the major procedure was originally ap- 
plied almost entirely to severely deteriorated 
schizophrenics, a survey of the current liter- 
ature discloses that almost every imaginable 
category of mental illness has been subjected 
to some type of frontal lobe procedure. II- 
lustrative of the wide application of lobot- 
omy is Partridge’s review(11) of 300 cases 
operated upon by McKissock, which lists 
cases of schizophrenia of all types, obses- 
sionals, psychopathic personalities, drug ad- 
dicts, mental defectives, and patients with 
mental disorders associated with organic dis- 
ease of the central nervous system. Psycho- 
surgery is also being applied with increasing 
frequency to severely incapacitated psycho- 
neurotics. Attempts to treat epilepsy(12), 
criminal tendencies, and other disorders are 
also reported(13). Transorbital lobotomy 
has been found valuable by Freeman and 
Watts(14) in hypochondriacs, obsessives, 
patients with anxiety states, and those with 
involutional depressions with well-preserved 
personalities. In addition to the above-men- 
tioned very broad group of psychiatric con- 
ditions, frontal lobe surgery is employed 
rather frequently in the treatment of intract- 
able pain, usually of carcinomatous origin. 

It is not our purpose to defend or criticize 
from a medical point of view the application 
of psychosurgery to these various clinical 
entities. The broadening range of mental 
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and emotional disorders for which some type 
of psychosurgery is being recommended, 
however, does raise some very important 
medico-legal problems. We shall mention a 
number of these problems and discuss some 
of them in greater detail. 

The initial question for consideration is 
what consent is necessary before operation. 
Surgeons have always obtained written con- 
sent, where possible, of the patient and close 
relatives, prior to any operation, even a minor 
one. The purpose of a consent is to protect 
the surgeon from liability for assault.* Ef- 
fectual consent may be obtained from a pa- 
tient who is legally capable of consenting, 
i.e., one who knows the nature and conse- 
quences of his act. In the case of an ordi- 
nary operation, patients generally have this 
capacity ; psychosurgery, however, is gener- 
ally applied to patients who are mentally dis- 
turbed. The question of the legal capacity of 
such patients to consent to psychosurgery 
immediately presents itself. 

The current practice in the case of lobot- 
omies has been similar to that employed in 
other types of operations. To quote from 
Freeman and Watts(15) : 


Written permission for operation is obtained from 
the patient when possible and in all cases from the 
nearest relative. The usual form which is signed 
by all patients undergoing general surgical opera- 
tions in the hospital is considered sufficient. When 
patients are obviously incompetent, written per- 
mission for operation is obtained from the guardian 
or nearest relative and in some instances from the 
two nearest relatives. If there is any disagreement 
among the relatives as to whether they want a 
lobotomy performed upon the patient, we are un- 
willing to operate. 


We feel such procedures are inadequate 
and shall discuss in detail two aspects of the 
matter: (1) whose consent must be ob- 
tained for the surgeon’s protection, and (2) 
what the form of such consent should be. 

As to the first, if the patient is competent 
and an adult, he alone has capacity to consent 
and his consent will be effectual as a defense 


8 Legally, any operation performed by a surgeon 
constitutes an assault and battery upon a patient 
for which the surgeon will be liable in damages 
unless he has the consent of the patient or someone 
authorized to give such consent on his behalf. 
Schloendorff v. N. Y. Hospital, 211 N. Y. 125, 105 
N.E. 92, (1914). 


to a suit by anyone against the surgeon. In 
the case of Pratt v. Davis(16) it was stated: 
Ordinarily, where the patient is in full possession 
of all his mental faculties and in such physical 
health as to be able to consult about his condition 
without the consultation itself being fraught with 
dangerous consequences to the patient’s health, and 
when no emergency exists making it impracticable 
to confer with him, it is manifest that his consent 
should be a prerequisite to a surgical operation. 


It is advisable, however, also to obtain the 
consent of any close relatives to obviate the 
possibility of suit by them predicated upon 
a hindsight finding that the person who con- 
sented to the operation was in fact incompe- 
tent at the time of consent. Consent of rela- 
tives, however, would act only as a legal 
estoppel against suit by them and would not 
be legal permission to invade the bodily in- 
tegrity of the patient or effectual as a defense 
in a suit brought by the patient. 

If the patient is incompetent, he is not 
considered by the law to have capacity to 
consent. Section 59(1) of the Restatement 
of Torts(17) reads as follows: 

(1) If a person whose interest is invaded is at the 
time by reason of his youth or defective mental 
condition, whether permanent or temporary, in- 
capable of understanding or appreciating the conse- 


quences of the invasion, the assent of such a person 
to the invasion is not effective as a consent thereto. 


In the case of an adjudicated incompetent, 
consent of a guardian or a committee ap- 
pointed to take care of him should be suffi- 
cient. In most states an insane person is 
considered a ward of the state which acts 
through the committee or guardian ap- 
pointed by it. In some states a committee of 
the person is charged with the care and treat- 
ment of the insane person while a commit- 
tee of the property is charged with looking 
after his financial affairs. In such cases 
consents should be obtained from both com- 
mittees, for although the committee of the 
person is charged with responsibility for 
consenting to treatment, a surgeon could not 
be paid for his services unless the commit- 
tee of the property authorized the payment. 
Here again, it might be advisable also to ob- 
tain the consent of any close relatives. 

The practical problem of obtaining the 
consent of these committees may be difficult, 
for it is highly improbable that either com- 
mittee will consent without first obtaining a 


‘ 
* 
: 
cg 
7 
* 
4 


1954] 


M. SILBERMANN AND J. RANSOHOFF 


803 


court order. This means, in most cases, that 
the court must be petitioned to give its con- 
sent and to allocate funds from the incom- 
petent’s estate for expenses of the opera- 
tion. Notice will probably have to be given 
to next of kin and a lengthy and expensive 
proceeding may ensue. If warranted, the 
court may appoint a special guardian of the 
incompetent to investigate independently the 
advisability of the operation. Testimony of 
independent psychiatrists and neurosurgeons 
may then be taken. All of these steps will 
delay the operation and add great expense to 
the estate of the incompetent. A further 
obstacle is presented in the case of an in- 
digent patient who cannot afford legal as- 
sistance to establish his incompetency. The 
problem is not a negligible one, for most of 
the patients undergoing psychosurgery will 
fall into this group. However, for com- 
plete protection from liability these difficul- 
ties must be overcome. 

Problems may arise when a patient’s legal 
and clinical status do not correspond. This 
situation will occur when the patient at the 
time of the operation has not been declared 
legally incompetent but is actually psychotic 
or, conversely, has been declared legally in- 
competent but is still capable of comprehend- 
ing the nature and consequences of his act. 
In the former case a surgeon, in order to be 
completely protected, should ask that pro- 
ceedings be initiated to have the patient de- 
clared legally incompetent so that consent of 
the committee can be obtained. In the latter 
case as a practical matter the surgeon should 
obtain a consent from both the patient and 
the committee, although legally consent of 
the committee should be sufficient unless 
there is serious doubt as to the patient’s 
incompetence. 

The burden thus rests squarely on the 
psychiatrist and the neurosurgeon to deter- 
mine prior to operation whether or not the 
patient is in fact competent and capable of 
understanding and appreciating the conse- 
quences of the operation. If the doctors are 
correct in determining the patient to be com- 
petent, and no committee has been appointed, 
then the consent of the patient alone is suf- 
ficient. If, however, in a borderline case the 
doctors believe their patient to be competent 
when he is in fact incompetent then his con- 


sent is ineffectual. In any situation, there- 
fore, where there is doubt of competency, it 
would not be completely safe to operate until 
the patient is first legally adjudicated incom- 
petent and consent of the guardian or com- 
mittee obtained. 

The case of Kelly v. Kipp(18) presents an 
interesting situation, although the decision is 
probably not entitled to any weight judicially 
as it is based on a legal procedural point. In 
this case, the superintendent of a state psy- 
chiatric hospital, a surgeon, operated, with 
the consent of her appointed guardian, upon 
a woman legally declared incompetent. The 
woman previously had been in mental institu- 
tions and declared an incurable paranoic. The 
superintendent, prior to operation, had deter- 
mined the patient to be insane. Shortly after 
the operation, however, a court judicially de- 
termined in another proceeding that the pa- 
tient was then sane and could not be retained 
in the hospital. A few months later another 
doctor, who disagreed with the previous psy- 
chiatric evaluation of the case, concluded she 
was sane. The jury found that the patient 
was in fact sane at the time of the operation 
and she was permitted to recover from the 
surgeon for assault and false imprisonment 
during her confinement in the psychiatric 
hospital. It would seem, however, that the 
court erred in allowing the issue of insanity 
to go to the jury in view of the previous 
adjudication of incompetency upon which 
the doctor should have been entitled to rely 
unless he had real doubt that the patient was 
insane. 

If the patient is insane and has been com- 
mitted to a state institution for the mentally 
ill, it might be argued that the consent of the 
superintendent of the hospital alone would 
be sufficient. The Deputy Attorney General 
of Pennsylvania in an opinion(1g) in 1948 
concerning the administration of shock 
therapy in state mental institutions, made 
the following statement : 

There is nothing in the form of the foregoing 
commitments, which gives a mental patient, or his 
friends, relatives, guardian, or other person, the 
right to determine what methods of treatment, 
either with or without written consent thereto, may 
be administered in his particular case, during his 
detention in a mental hospital. 


The opinion went on to state that treat- 
ment by shock therapy could be administered 
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by the superintendent of the mental institu- 
tion without the consent of the patient or 
his guardian. The author emphasized that 
shock treatment, despite its risks, had be- 
come conventional practice; and apparently 
to a great extent his conclusion was based on 
this fact. Possibly this theory may be ex- 
tended as a legal proposition to include psy- 
chosurgery. However, ethically speaking, 
this might seriously endanger a person’s right 
to decide for himself whether or not he 
agrees to an operation, the effects of which 
are irreversible. 

Apparently little study has been given to 
the form of the consent. In cases noted by 
the authors, the consent form has been too 
broad, with only brief mention of possible 
convulsions and personality changes result- 
ing from the operation. Permission has been 
given to perform any brain operation the 
surgeons in attendance deem advisable, with 
no specific consent to perform a lobotomy. 
Loosely worded and general consents do 
not afford as much protection as specific 
consents. 

In order to protect fully the surgeon and 
the psychiatrist, the consent given should be 
specific and clearly agree to psychosurgery, 
and even to the specific kind of operation to 
be performed. A patient might agree to a 
transorbital lobotomy, for example, as op- 
posed to a full lobotomy. It would be ad- 
visable to set forth briefly a description of 
the proposed operation and its possible 
adverse affects, such as convulsive sei- 
zures, irreversible intellectual and emotional 
changes, urinary incontinance and hemi- 
plegia. Such statements would overcome the 
argument by a recalcitrant patient that the 
possibility of a personality change or other ill 
effects had never been explained to him and 
that he did not realize what he was consent- 
ing to. A statement should be inserted to the 
effect that a period of specialized postopera- 
tive care and psychotherapy might be neces- 
sary to insure best results. 

A possible form of consent might read as 
follows: 


'CoNsENT To PsycHosuRGERY AND TFEAT- 
MENT IN CUNNECTION THEREWITH 


patient, of the following brain operation: (Specify) 
which is... . 

The undersigned also consent to the performance 
of a transfusion and the use of any anesthetic or 
any other surgical or medical techniques that sur- 
geons, anesthetists or other physicians in attendance 
deem advisable in connection with the preparation 
for, the performance of, or the recovery from the 
above-described operation. 

The nature of the operation and the special risks 
involved have been explained to the undersigned. 
In particular a full explanation has been given of 
the possible occurrence of convulsions, personality 
or intellectual changes, loss of bowel or bladder 
control, paralysis or other weakness of the nervous 
system resulting from this operation and the consent 
hereby given is with full knowledge of these possible 
consequences. 

The undersigned understand that post-operative 
supervision and psychotherapy may be necessary 
for the successful conclusion of psychosurgical 
therapy. 


Relative Relative 


Witnessed by: 


Physicians often believe that the purpose 
and legal effect of a consent are to protect 
the patient as well as the surgeon. Far from 
protecting himself, the patient by signing a 
consent waives a kind of immunity from 
operation. 

Procedures are therefore necessary to pro- 
tect the patient in certain situations as, for 
example, when consent is granted by a 
guardian without due deliberation. This 
might arise if a mate, who is also the legal 
guardian, becomes exhausted with the finan- 
cial and emotional burden of his spouse’s ill- 
ness and is therefore oversusceptible to the 
suggestion of psychosurgery. 

Perhaps after thorough discussion, some 
“form of legislation will be necessary to re- 
quire, in special circumstances, the approval 
of a panel prior to operation. This remedy 
has been suggested by Cossa and Free- 
man(20) in cases where the patient is in a 
mental institution. However, psychiatrists 
and neurosurgeons polled by the Société- 
Medico-Psychologique de France(21) were 
opposed to any treatment of psychosurgery 
cases which would set them apart from other 
forms of surgery. 

Postpsychosurgery medico-legal problems 
have recently been brought more sharply 
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into focus because of the increasing number 
of such patients returning to every-day life. 
The expected rate of discharge of loboto- 
mized schizophrenic patients from state men- 
tal institutions is approximately 30%. There 
is, of course, a much higher percentage of 
noncommitted psychiatric patients, and pa- 
tients operated upon for intractable pain, 
who resume normal activities in society. In 
the case of transorbital lobotomy on the 
former, Freeman and Watts(22) state: 
“They are encouraged to return home the 
day following operation and resume their 
tasks as soon as the discoloration about their 
eyes clears up.” While transorbital lobotomy 
patients represent the ultimate in rapid post- 
operative return to social life, applications 
of topectomy, undercutting, medial lobotomy, 
etc., in less severe cases of mental illness re- 
sult in a high percentage of return to full 
social intercourse. 

To understand clearly these postoperative 
medico-legal problems, one must differentiate 
the effects of psychosurgery from other types 
of surgery. If the intent of psychosurgery is 
a reduction of the emotional components of a 
patient’s psychic life or more simply a bleach- 
ing of the affect, it is an attempt to alter 
emotional patterns which make up person- 
ality. The effect of psychosurgery thus may 
be the alteration of those components which 
are factors in determining legal competency. 
This is the essence of the difference between 
the effects of psychosurgery and other types 
of surgery. Psychosurgery may result in con- 
siderable changes in affective behavior with 
alterations in a patient’s judgment, in his atti- 
tude toward his family, friends, and environ- 
ment, and in his concept of abstract ideas. 
For example, a patient, whose entire wak- 
ing hours prior to operation are coiisumed 
with unbearable pain which completely 
dominates his existence, after lobotomy, 
still may admit feeling pain, but disre- 
gards it, does not suffer, and is able to turn 
his attention to other matters. While this 
represents a good result in terms of pain re- 
lief, it demonstrates the profound effect 
which frontal lobe surgery may produce on 
a patient’s response to life situations. 

Because of the patient’s differing outlook 
and reaction to things after operation, one 
of the most important problems is the 


amount and type of supervision to be given 
post-operative patients. Consider first the 
case of those patients with only slight men- 
tal or emotional disorders, an increasing 
number of whom are being treated by psy- 
chosurgery. Possibly many of these patients 
might, if the operation is not successful, be- 
come more overtly disturbed. While this is 
often true when the operation is carried out 
for the relief of pain, it occurs less fre- 
quently as a permanent change when the 
operation is done for psychiatric reasons. 
In many of the less severely disturbed pa- 
tients, however, and particularly after trans- 
orbital lobotomy, the patient is permitted to 
return to his every-day activities within a 
few days of the operation ; that is, at a time 
when the effect of the surgery cannot yet be 
fully evaluated. Should these patients be 
discharged from close supervision by special- 
ized personnel at such an early stage? 

Difficulties will also be encountered in 
cases where the patients had been declared 
legally incompetent before operation. They 
remain legally incompetent until a proceed- 
ing establishing competency has been com- 
pleted. Results following an operation, 
however, may be very favorable and in a 
number of cases mental illnesses have re- 
markably improved. Pool(23) reports a pa- 
tient, overtly psychotic for over 3 years, who 
after topectomy was restored to complete 
control of her financial affairs, at the request 
of her guardian and by order of the same 
court that had previously committed her. 
How long should the period of supervision 
last before we recommend that a patient seek 
a declaration of legal competency? How 
soon should a patient be restored to his full 
legal capacities when there is at least a possi- 
bility of a relapse? 

When a patient has had known criminal 
tendencies prior to the operation, the prob- 
lem of postoperative supervision is even 
more acute. It would seem exceedingly dan- 
gerous to release such a patient although he 
appears to have been freed of such tendencies 
by lobotomy. Protection of the public is our 
primary legal concern in handling these pa- 
tients. The rapid release of potentially de- 
structive individuals reveals shocking disre- 
gurd for the best interests of both the 
patients and society. 
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Partridge, in his review of lobotomized 
patients, describes several pertinent cases. 
One patient, described by his family as 
cured, when interviewed by a doctor, threat- 
ened to cut off his mother’s ears and ad- 
mitted enjoying the frequent accidents he 
had with the family automobile. 

Another, committed for attempted mur- 
der of a member of his family, was lo- 
botomized shortly after this episode and dis- 
charged back to the family group 3 months 
later. Of 5 drug addicts operated upon, all 
returned to addiction and the petty crimes 
involved in obtaining drugs. 

W. W. Wilson(24) reported the results 
of transorbital lobotomy in 200 chronically 
disturbed patients. Of these, 26 were dis- 
charged from the hospital. One 38-year-old 
patient, considered the most difficult man- 
agement problem of the criminally insane 
group, with a diagnosis of paranoid schizo- 
phrenia, was discharged 6 months after oper- 
ation. In another similar case, a man who 
had been in seclusion for 7 years improved 
after the first lobotomy, relapsed, was re- 
operated and discharged 3 months later. 

While the follow-up of these patients is 
not reported, we mention them only as ex- 
amples of potentially destructive patients dis- 
charged from the hospital after relatively 
short postoperative periods of observation. 
In this connection, a statement by Freeman 
and Watts(20) should be remembered : 


It seems remarkable in a way that psychosurgery 
should abolish criminal propensities while at the 
same time reducing social inhibitions. 


Mayer(20) discusses a criminal, under 
indictment for robbery, who was granted 
permission by the court to undergo lobotomy 
in an effort to change his criminal tendencies. 
After the operation the court was unwilling 
to gamble on his possible cure and sentenced 
the patient to jail. Mayer says that from a 
survey of the literature at that time there 
was no justification for accepting the con- 
clusion that criminal tendencies could be 
eliminated by any of the several types of 
lobotomy then in use, but there were in fact 
numerous examples of criminal tendencies 
initiated by the operation. One of these, a 


*The patient later committed suicide while 
imprisoned. 


patient of the Mental Health Clinic of Pitts- 
burgh, committed murder after lobotomy. 
Mayer’s conclusion is that until the clinical 
effects of the operation are clearly estab- 
lished, the time will not have arrived when 
psychosurgery should be accepted by a court 
as a presentence procedure. 

Do these adverse changes in a post- 
lobotomy patient’s reaction to his emotional 
environment also indicate, pari passu, an 
alteration in his legal capacity or in his re- 
sponsibility for criminal acts? To rephrase 
it, does psychosurgery per se cause a change 
in legal status? The simple answer to this 
question probably is that each case must be 
decided on its particular facts and will de- 
pend on the field of law involved. Each of 
these fields will then have its individual 
problems. 

Should a patient after psychosurgery be 
held responsible for his “negligent actions” ? 
Will he be held to the same degree of care 
and diligence as a person who has never 
been treated by psychosurgery? How will 
psychosurgery affect a patient’s domestic re- 
lations? This involves matters such as the 
patient’s ability to contract marriage, to ob- 
tain divorce, and to adopt children. Should 
a spouse be able to start an action for sepa- 
ration or divorce solely on the ground that 
his partner has undergone psychosurgery ? 
Should failure to reveal prior psychosurgery 
be considered fraudulent concealment upon 
which an action for annulment of marriage 
may be based? Does psychosurgery change 
a patient’s capacity to make, modify, or re- 
voke a will? 

Similarly, a number of problems are en- 
countered in connection with a patient’s busi- 
ness affairs. Is it possible for a psychosur- 
gical patient to make a contract, or modify 
or terminate a contract concluded prior to 
operation? Can a contract for a person’s 
personal services be broken by one contrac- 
tor on the ground that psychosurgery made 
another contractor unreliable? Would psy- 
chosurgery affect a patient’s capacity to 
qualify as a fiduciary such as a trustee, ex- 
ecutor, administrator, or director ? 

Several writers have argued against rigid 
legal standards which declare a person to be 
either completely or not at all responsible for 
his acts. Mettler(25) suggests that patients 
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who have undergone psychosurgery should 
be only semiresponsible for their acts, as 
should prepsychotics, psychopaths, and psy- 
choneurotics. Consideration of the degree 
of legal responsibility to be attributed to 
post-psychosurgery patients would raise the 
question of the correctness of present legal 
standards for all borderline cases. Without 
suggesting a specific solution to this problem, 
we feel that psychosurgery should certainly 
have more bearing on a patient’s legal status 
than do other surgical procedures. 

Here, too, each case will probably have to 
be judged individually. L’hermitte(21) and 
Freeman(21) are of this opinion. Wer- 
theimer(21) suggests an analogy to the case 
of the “defectively cured” general paresis 
patient treated with malaria fever. 

We have described some of the medico- 
legal aspects of psychosurgery. In view of 
the novel and complex nature of these prob- 
lems and of their increasing importance, we 
would like to submit for your consideration 
the formation of a committee of The Ameri- 
can Psychiatric Association and a committee 
of the American Bar Association to study 
these problems. These groups might then 
report their findings and recommendations 
for the establishment of legal principles to 
govern psychosurgery cases both before and 
after operation. There is clearly a need to 
formulate such principles—to protect the pa- 
tient, physician, and public alike. 
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DISCUSSION 


Wa ter Freeman, M.D. (Washington, D. C.). 
—First I would like to qualify as an expert victim 
of lobotomized patients. I’ve been threatened, 
robbed, blackmailed, and sued by them—and had my 
whiskers pulled. I have not yet been shot, a possi- 
bility that some of my colleagues could view with 
equanimity. 

Major crimes by lobotomized patients are sur- 
prisingly infrequent, considering the number of 
patients subjected to operation. I know of one 
homicide and have seen newspaper accounts of two 
others. In none of the cases was the issue of lo- 
botomy raised. Two patients were obviously relaps- 
ing and were returned to hospitals. My patient is 
serving a sentence for negligent homicide. During 
a drinking bout he shot a casual acquaintance who 
had told him that the revolver carried by the ac- 
quaintance was no good. When the patient tested 
the gun, the victim lunged for it and was shot 
through the heart. 

The man who threatened me called up from the 
railroad station to make sure I was in the office. 
“You're a damn crook. You never operated on me. 
I’m coming up to shoot you.” This patient met a 
reception committee and was escorted to the psycho- 
pathic hospital. His brothers turned up en masse 
at the hearing, promising to keep Mike away from 
me. I have visited him since at his home and there 
are no hard feelings. 

The man who stole two typewriters from my 
office pawned them to get liquor money. He had 
done the same thing with the family silver before 
his lobotomy in 1935, and he later served two years 
in prison for robbing a poor-box in a New York 
church. Up to a year ago he was confined in a 
state hospital. 

The question of legal responsibility is an inter- 
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esting one, but, on the whole, academic. To my 
knowledge the question of lobotomy has never come 
up in a legal action. Lobotomy apparently does 
not relieve the tendency toward crimes against 
property but when successful does away with serious 
crimes against persons. Psychologically it would 
seem that the operation reduces the tendency to do 
things differently. Lobotomized patients tend to 
observe the laws and to retain the habits they have 
developed in their formative pericd, although what 
Golla calls the “abstract moral” is reduced. This 
is not to say that there are no examples of anti- 


social behavior after lobotomy. Alcoholism, promis- 
cuity, and impulsive behavior are well known, but 
sex crimes are unknown, and even aggressive 
homosexuality is attenuated. The reduction of the 
drive to misbehavior more than counterbalances the 
reduction in self-control and the irresponsibility. 
Lobotomized patients tend to repeat such acts as 
forgery, shoplifting, even burglary and, to some 
extent, self-exposure. I have looked in vain for 
aggravated assault and for armed robbery. 

On the whole, lobotomized patients make rather 
good citizens. 
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In an article published in 1950, I called 
attention to a dangerous form of attack on 
our free minds, terming this type of attack 
menticide(7). Since then this form of men- 
tal coercion has become better known be- 
cause many of the American prisoners of 
war in Korea were subjected to menticidal 
techniques. 

Pavlov, the well-known Russian physiolo- 
gist, proved how it is possible to condition 
and recondition the minds of dogs. Through 
a system of ingenious training it is possible to 
change their innate patterns of reflexes and 
to influence their mechanisms of behavior. 
New patterns can be set in the dog’s brain 
through constant repetition of simultaneous 
stimuli which supposedly acquire a neuronal 
connection. Pavlov’s important investiga- 
tions are well known in psychiatry and have 
contributed much to better knowledge of 
animal : 1d human behavior. It is, however, 
much less known that Soviet psychiatry is 
based exclusively on orthodox Pavlovian 
principles, as interpreted by Soviet academi- 
cians, and a continual discussion is going on 
regarding the best use to be made of the Pav- 
lovian strategy in the service of expanding 
totalitarianism. In Soviet Russia a “Pavlov- 
ian Front” has been formed and a special 
“Scientific Council on Problems of Physio- 
logical Theory of the Academician I. P. Pav- 
lov’(5); both are control agencies of re- 
search and theories. It is accepted by Soviet 
theorists that just as animals can be trained 
and conditioned, so can man. The totalitarian 
wants to train and indoctrinate his fellow 
men in order to form a new society of con- 
ditioned human insects among whom every 
pattern of behavior is prefabricated. 

This paper aims to expose this fatal use of 
Pavlovian findings as we find them especially 
exposed in the process of brainwashing and 
menticide. (This is not, of course, a perora- 
tion against Pavlov and his findings; every 
scientific finding can be used in an inhuman 
way.) Because psychiatry is inevitably 
dragged into the stage of political implica- 
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tions, we have to be more and more aware 
of the principles we ourselves use, the ideals 
we invest in, and the scientific goods we 
deliver. 

Through an elaborate study on “speech re- 
flexes,” written by one of the leading Rus- 
sian psychologists, Dobrogaev(1), we get a 
better introduction to the problems of prag- 
matic usage of speech patterns in the service 
of propaganda and indoctrination. In his 
study Pavlov and Propaganda, the American 
analyst of Russian affairs, Little (4), gives a 
keen survey of the pending problems. 

The basic problem for the totalitarian state 
is rather simple: Can man resist the condi- 
tioning State? What can the individual do 
against a forceful indoctrinating collectivity ? 
If possible, how can we do away with the 
last form of inner resistance? 

Alas, the answer to these questions goes 
already far beyond the theories of the college 
lecture hall. The several totalitarian regimes 
developed a devilish system of systematically 
enforced indoctrination, which was actually 
used against the prisoners of war in Korea 
to extort “confessions” valuable for propa- 
ganda(6). However, we have already 
learned much from the Nazi strategy of 
treating their prisoners. The process of en- 
forced conversion and mental torture is 
known by the totalitarians as “brainwash- 
ing,” a term first used by the Communists in 
China and introduced into our language by 
Hunter(3). Psychologically it is interesting 
that brainwashing (hsi-nao) is always com- 
pared with anal purging, the infantile proc- 
ess that so often leads to compulsive auto- 
matic actions and neurotic behavior in man. 

According to official Pavlovian psychol- 
ogy, human speech is a conditioned reflex 
activity. Pavlov speaks of stimuli of the 
first order, which condition man directly, and 
stimuli of the second order, with weaker and 
more complicated conditioning qualities. In 
the so-called second signal system verbal 
cues replace the physical stimuli. To the lat- 
ter belongs speech, wherein first the tone and 
the sound have a conditioning quality, later 
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also the symbolic and semantic meaning. 
Pavlov had discovered that, more than in 
animals, man’s relation to the external world 
is dominated by secondary stimuli, the in- 
ternalized speech symbols. Man learns to 
think in the speech figures given to him. As 
Dobrogaev says: “Language is the means of 
man’s adaptation to his environment.” We 
may also say it this way: man’s need for 
communication interferes with his relation to 
reality, because communication by speech is 
a conditioned tool. “Speech manifestations 
represent conditioned reflex functions of the 
human brain” (Dobrogaev). 

In the totalitarian master plan for political 
control, conditioning of behavior and its dif- 
ferent techniques have become most impor- 
tant. This political conditioning should not 
be confused merely with the euphemistic 
names of training or persuasion or even in- 
doctrination. It is more than that: it means 
to take actual possession of the simplest and 
the most complicated nervous patterns of 
man; it is coercion and enforced conversion. 
Instead of conditioning man to reality, he is 
conditioned to catchwords, verbal stereo- 
types, slogans, formulas, symbols. Pavlovian 
strategy means imprinting prescribed re- 
flexes on a mind that has been broken down. 

The technique of brainwashing and menti- 
cide makes use of simple Pavlovian condi- 
tioning such as is used with dogs. The totali- 
tarian wants first the required response from 
the nerve cells, then the control of the indi- 
vidual, and finally the control of the masses. 
The system starts with verbal conditioning 
and training by combining the required ster- 
eotypes with negative or positive stimuli— 
pain, hunger, or a reward. Often a threat of 
death is used. Such are the general experi- 
ences told by our soldiers who were prison- 
ers of war in Korea. Hunger and food were 
mostly the negative and positive stimuli. For 
resisters, other forms of torture are used 
(5). The gamut of negative stimuli consists 
of physical pressure, moral pressure, fatigue, 
hunger, chemical pressure (narcotics), bor- 
ing repetition, confusion created by seem- 
ingly logical syllogisms. And when the 
victim asks for logical sense or personal un- 
derstanding and reacts with intelligent pro- 
test he has to be broken down systematically. 
He is told that he is betrayed by his com- 


mander, that nobody is there any more to 
help him. He can starve and die without 
anybody knowing about him and his heroism. 
He is alone and helpless. Guilt and fear are 
provoked alternately, and he receives re- 
wards when he speaks and acts the right 
way. Many of the victims were first brought 
to a state of mental disintegration and con- 
fused depersonalization in order to distort 
their sense of values, then nearly brought to 
the point of suicide or even to suicide itself. 
This kind of Pavlovian strategy arouses in 
everybody a “confusion neurosis” —a general 
feeling of irreality. It leads gradually to 
complete mental submission and willingness 
to play any role. 

There exists only one principle of treating 
those enforced conversions and breakdowns 
—that is psychotherapy. Military officials are 
inclined to interpret some actions of prison- 
ers of war as “treason” or, more mildly, 
as “unforgivable weakness.” Psychiatrically 
speaking, however, such a breakdown can 
happen to nearly everybody, though the limit 
of endurance varies with individuals. In 
everybody lives the inner traitor who gives 
in, and there is no law prescribing that all 
people shall be heroes. 

In reviving the period of mental torture 
and endurance with a skilled therapist, the 
victim has the opportunity to find his old 
self and to recondition the coerced attitude. 

Psychiatry has gathered much experience 
with victims who have been broken down 
after years of “existence” in concentration 
camps. 

The strategy of mental coercion is used 
not only against the prisoners of war but 
even more against the conquered people, the 
satellites, and of course against their own 
people. I remember so very well the daily 
verbal conditioning applied by the totalitar- 
ian Hitlerites during the days of the Nazi 
occupation, to which I was subjected on more 
than one occasion myself. Auditory and vis- 
ual stimuli were given every day. When we 
got out in the morning, we found new slo- 
gans painted on the streets, new catchwords 
in the papers, newly brewed stereotypes on 
the movie screens. 

This Pavlovian strategy as a political 
method, as a procedure of leveling the minds 
(Gleichschaltung) is generally used in China 
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and by the new satellites. Special psychiatric 
points are of interest because we see that the 
Pavlovian conditioning is only applicable 
when special mental conditions prevail. I 
have mentioned this previously in another 
study(10). First, there must be the feelings 
of terror, fear, and hopelessness, of being 
alone, of standing with one’s back to the 
wall; secondly, guilt must be aroused; a 
form of masochistic submission must be su- 
perimposed on the Pavlovian conditioning. 
In China the students of totalitarianism fre- 
quently have to read their own diary aloud 
in the group. In this exposure of themselves 
they are forced to give their inner thoughts 
and can thus be attacked, corrected, and im- 
proved. It is the apotheosis of submission 
through self-accusation. For the masses, the 
same kind of conditioning is organized: 
reading meetings, browbeating and bullying, 
revision meetings, self-criticism, group con- 
fession, repentance meetings, reflection 
meetings, meetings with long and boring lec- 
tures. Even the very fact that the verbiage 
of the lecture is not understood by an audi- 
ence which is bored by long sessions condi- 
tions man to passively swallowing the doc- 
trines as if he were under hypnosis. He is 
actually under hypnosis! (Sometimes I ask 
myself if some of our scientific meetings 
which we attend perforce do not compel us 
to endure a similar strategy. ) 


II 


Merely mentioning the misuse of Pavlov- 
ian strategy in totalitarian countries would 
not be honest without trying to find out if 
part of this kind of automatizing attitude 
could be found on this side of the iron cur- 
tain also. I refuse to believe that the influ- 
ence which causes people to regress to a state 
where they become submissive automatons is 
only political. I suspect that other cultural 
factors play a role, e.g., the intrusion of a 
mechanizing action and technique. Scientists 
are more apt to think in terms of machines 
with their determined tools, instead of or- 
ganisms with their own rate of growth and 
freedom of choice. The machine takes over 
—freedom and vitality are lost sight of. Even 
in our own psychiatric science much Pavlov- 
ian conditioning takes place. We find indoc- 


trination by special schools, each along its 
own lines and using its own specific vocabu- 
lary, thus forcing their disciples, purely 
through terminology, into specific ways of 
thinking. These schools introduce contrast- 
ing orthodox currents in a science where the 
very fact of orthodoxy should be a subject 
of research. 

However, in the totalitarian society Pav- 
lovian strategy has acquired grotesque pro- 
portions. The reflex machine is designed; 
the subjective, self-thinking man has to dis- 
appear. There is rejection of any attempt at 
persuasion or discussion. Individual self-ex- 
pression is taboo. Private affection is taboo. 

Children are taught to become haters and 
informers of their parents. The continual 
education in betrayal, in snooping and peep- 
ing, breaks through every barrier of personal 
reserve. Personal loyalty does not exist any 
more—only loyalty to the system which may 
better be called servile submission. Peaceful 
exchange of thoughts in free conversation 
disturbs the conditioned reflexes and is 
therefore taboo. No longer are there any 
brains, but only conditioned patterns and 
educated muscles. In such a compulsive 
training system neurotic compulsion is 
looked at as a positive asset instead of some- 
thing pathological. The mental automaton 
becomes the ideal of education. 

The actual pattern of teaching and sophis- 
tication on the other side of the iron curtain 
may make us feel rather confused about our 
own strategy of inculcation. True, since the 
Renaissance, the ideal of universal scholastic 
training has made a steady gain. The immi- 
nent danger of all this teaching is that we 
ourselves unwittingly tend to mold minds 
into a prefabricated pattern of thinking and 
give the pupils only an illusion of knowing 
all the answers. The fallacy of half-educa- 
tion is that the so-called “alphabetics” be- 
come better followers and worse thinkers. 
The totalitarian mind is not against schools ; 
on the contrary, the more you overburden 
the mind with facts, the more passive the 
mind may become. Oversophistication does 
not make strong egos, and in our passion for 
factual education and the quiz type of ex- 
amination there hides a totalitarian streak. 
The awe with which we regard scholastic 
facts inhibits the mind so that it cannot think 
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for itself. We must become more aware of 
the involuntary pressure imposed on us by 
certain educational systems. Our Western 
every-day opinions are also conditioned in 
manifold ways—most of our latest ideas we 
get from the morning paper. 

This is the tremendous educational di- 
lemma of our epoch. Do we need conditioned 
adepts or free-thinking students? Scholastic 
fact-factories keep many a pupil too busy to 
think and educate him in progressive imma- 
turity. Students are caught in a compulsive 
school regimentation which imprints on them 
dependency and awe of authority—unless 
there is a pleasant, informal relationship be- 
tween students and professors. A free man 
needs free time to verify things for himself. 
Totalitarianism is too well aware that youth 
especially has a sensitive period during 
which Pavlovian conditioning may be easily 
established. The early teachings form nearly 
indestructible imprinted patterns in the 
child’s brain, eventually making up for the 
lack of innate instinctual precision, such as 
insects have. The Pavlovian automatization 
of life becomes such a new imprint with al- 
most the force of an instinct. Totalitarians 
take advantage of this fact to gain control 
of the Youth Movement, to imprint patterns 
in the still-sensitive minds, to capture their 
fantasies. The dictators everywhere want to 
organize youth. They use the same psycho- 
logical technique of conditioning the young 
mind to accept the status quo. In Pavlovian 
strategy the words connoting intelligence and 
spontaneity are not to be used. In iron cur- 
tain lingo there are no doubts, no issues, no 
problems to think about. This strategy only 
talks about simple, emotion-arousing facts, 
about children and mothers, bread, homes, 
enemies—but not about the verification of 
facts. 

Pavlovian strategy leads to emotional os- 
sification. Oversophistication makes people 
into something resembling pots filled with 
facts instead of individuals having free, 
growing personalities. Becoming wiser and 
freer implies selective forgetting and de-con- 
ditioning of the mind. This we accept, this 
we leave behind. Alert adjustment requires 
a change of patterns, and our modern exami- 
nation compulsion and interpretation com- 
pulsion are in conflict with such forms of 


free education. Totalitarian strategy, indeed, 
aims to cram the mind with facts and slo- 
gans. Oversimplification seduces captive au- 
diences into easy indoctrination. That is why 
formation of the individual personality does 
not exist for the totalitarian ; he follows the 
strategy of mass indoctrination—mass ec- 
stacy and fanaticism. People become herds 
—indoctrinated and obsessed herds—and 
are continually intoxicated with enthusiasm 
and happy anticipations. 

Conditioning to this servile and submissive 
attitude may start in the cradle when parents 
imprint their automatic rules on the infant. 
They make a time maniac out of him, or a 
cleaning automaton. They force him to speak 
or to be silent, or to sleep. They educate 
him with a continual sense of guilt and force 
him to love them when they are disagreeable. 
Then they may force him to apologize for 
misbehavior he doesn’t understand. They 
urge him to confess crimes that do not exist 
for him at his age. They interrogate him and 
tie him to their apron strings or keep him un- 
der their eyes. With their solicitous attention 
they never leave him alone to enjoy his feel- 
ings of security. There are many subtle ways 
to condition an infant into submission. 

Puzzlement and doubt are the beginnings 
of mental freedom but they are crimes in the 
totalitarian state. The mind that is open for 
questions is open for dissidence. In the to- 
talitarian regime the doubting, inquisitive, 
and imaginative mind has to be suppressed. 
The totalitarian slave is only allowed to 
memorize. This is education for political 
somnambulism. The paradox of all propa- 
ganda is that it is so easily made a tool of 
Pavlovian strategy. Propaganda conditions 
the mind, taking from it freedom and indi- 
vidual initiative. It cultivates the cynical so- 
cial robot. 


III 


The psychological paradox inherent in 
propaganda is that one cannot spread propa- 
ganda for freedom. Freedom has to liberate 
itself from all propagandist intervention. It 
thrives on understanding. When “freedom” 
has become a catchword, totalitarian strategy 
is behind it. 

However, rnodern psychiatry has an addi- 
tional task from the moment it understands 
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what dangerous tools it has delivered into the 
hands of ruthless fanatics. Maybe such per- 
verted conditioning of mankind is even 
worse than an atomic explosion. The human 
mind may be incarcerated for ages to come 
unless we discover where the theoretical fal- 
lacy lies. Pavlovian strategy can be undone. 
We have to show how to de-condition such 
training and to show where the totalitarian 
adepts of Pavlov were wrong. Experience 
has proven that people subjected to totalitar- 
ian hypnosis are far from being taken in 
completely by the propaganda barrage to 
which they are incessantly exposed. Under 
the appearance of unanimity, people are em- 
boldened to feel revolt and resentment. There 
is only one form of systematic immunization 
against the totalitarian attack on human con- 
victions. That is a deeply founded conviction 
of democratic freedom, a deep faith in the 
steadily growing system of checks and bal- 
ances, of laws and rights made to canalize 
the outburst of human hunger for power. 

It is not my task to elaborate here on the 
subject of oversimplification of Pavlovian 
rules by his students, but without a doubt 
part of any interpretation depends on how 
we think about our fellow beings and man’s 
place in nature. If our ideal is to make con- 
ditioned zombies out of people, this essay has 
missed its aim. Yet, when we are ever so 
vaguely aware that in the totalitarian Pav- 
lovian picture of man the characteristic hu- 
man note is missing, when we see that in 
such a scheme man sacrifices his instinctual 
desires, his pleasure, his aims, his goals, his 
creativity, his ambivalence, his paradoxical- 
ness, we turn ourselves against such perver- 
sion of science. Such use of Pavlovianism is 
aimed only at the automaton in man, not at 
his goal-directedness. 

It is interesting to read the Soviet attack 
on the academician T. S. Beritashvili(4), 
who recanted later, but who originally tried 
to prove that there is a “psychonervous ac- 
tivity” beyond the pure reflex pattern in 


which the reflex-pattern is not valid. His 
colleagues censured him for being so dualis- 
tic and not historic-materialistic. 

Even in animals we have found by experi- 
ence that goal-directedness spoiled the Pav- 
lovian experiment. When, during an experi- 
ment, the beloved boss entered the room, all 
the conditioned signs were suddenly lost. As 
we experienced so simply in the physiology 
laboratory, love and laughter break through 
every rigid conditioning. That the dog’s 
spontaneous affection for his boss ruins the 
mechanical calculation of the very investiga- 
tor never came to the attention of the me- 
chanically thinking students of Pavlov. 
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THE RELATIONS OF PSYCHIATRY AND PSYCHOLOGY}? 
P. E. HUSTON, M.D., Iowa City, Iowa 


INTRODUCTION 


For the past several years we have wit- 
nessed lively interest and debate and much 
disagreement on the relations of psychology 
and psychiatry. This is not a new problem. 
More or less official recognition dates back 
at least to 1921, when a 2-day conference was 
held under the joint auspices of the Division 
of Medical Sciences and of the Division of 
Anthropology and Psychology of the Na- 
tional Research Council. A reading of the 
minutes of that conference reveals its con- 
temporary character. The intervening years 
appear only to have brought forth a greater 
demand for psychiatric services, a greater 
prestige for psychotherapy, and an increase 
in the groups interested in psychotherapy. 
As well as psychiatrists, other groups, such 
as psychologists, social workers, pastors, per- 
sonnel workers, nurses, and marriage coun- 
sellors, have become more psychotherapy con- 
scious. Because of this, the committee on 
clinical psychology of The American Psychi- 
atric Association has been compelled to con- 
sider not only the psychologist, but also these 
other groups, and has studied the problem of 
relations in a broader frame of reference. At 
the present time the most critical problem is: 
can nonphysicians engage in psychotherapy, 
and under what conditions? 

Certain general propositions, never formu- 
lated specifically as such, played a role in the 
conference of 1921 and continue to dominate 
our attitudes today. These attitudes appear 
in committee meetings, in informal discus- 
sions, and in the large volume of letters ad- 
dressed to the committee. it is my purpose 
here to present these general propositions in 
order to make clearer the psychiatrists’ atti- 
tudes toward the role of the nonphysician in 
psychotherapy. 

1. The first general proposition is that the 
care of the sick is the responsibility of medi- 
cine and the care of the mentally ill is the 
primary responsibility of psychiatry. There 
is little dissent from this proposition except 


1 Read in fe panel discussion on The Relations 
of Psychology and Psychiatry, at the 109th annual 
meeting of The American Psychiatric Association, 
Los Angeles, Calif., May 4-8, 1953. 
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from rival systems of healing, such as chiro- 
practic which is based upon a theory of ill- 
ness and healing entirely different from 
medical theories, or from such a group as 
Christian Science which holds that disease is 
the result of religious error. 

Outside these rival systems of healing, 
nonphysicians, while not opposing the propo- 
sition directly, contest it indirectly by asking 
for a definition of sickness. Sickness is a 
concept of many meanings. It has been ex- 
tended from the sick individual to the sick 
group. It may include persons with pain or 
discomfort and those without pain or discom- 
fort. It may cover personality disturbance, 
maladjustment, school failure, marital dis- 
harmony, etc. To attempt to discuss ade- 
quately the concept of sickness or illness 
would require a prolonged presentation. Suc- 
ceeding generations have thought of sickness 
in different ways. For instance, many persons 
who are now regarded as psychiatric patients 
were not so considered during the Middle 
Ages when their problems were thought of 
as religious. Faced with sickness as an elastic 
concept the committee has felt that whenever 
a person is considered sick from the stand- 
point of common usage and understanding of 
that term, and of good medical practice, then 
such a person should be examined by and be 
under the care of a physician. Further, psy- 
chiatrists have consistently held the view that 
a significant number of persons who may be 
called maladjusted, emotionally disturbed, or 
who have a behavior or personality disturb- 
ance, may also be sick and that this sickness 
is an important contributing factor or is the 
essential basis of the maladjustment or per- 
sonality disturbance. At the same time, be- 
cause of the complexity of the field of men- 
tal disorder, the lack of tested scientific 
knowledge, and the difficulty of precise defini- 
tion of sickness, it has also been recognized 
that there are many areas of overlap between 
medicine and other professions. This has al- 
ways implied that there should be a pooling 
of professional efforts to help maladjusted 
and disturbed individuals. The overlap areas 
are ones in which first one then another pro- 
fessional group may take the lead, depending 
upon training and experience. 
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2. The second general proposition flows 
from the first: persons given the responsi- 
bility of caring for the sick must be ade- 
quately trained. The emphasis here is upon 
competence, not upon prestige or economics 
or upon loyalty to professional groups or 
cults or certain theories of the nature of ill- 
ness. In its simplest terms, training for psy- 
chiatric practice means the acquisition of the 
ability to make a diagnosis, a differential 
diagnosis, and to prescribe an indicated treat- 
ment. Translated into principles of training 
this has reduced itself to a general formula: 
graduation from medical school, followed by 
an internship and then a psychiatric resi- 
dency. This may be followed by or include 
other specialized forms of training, such as 
psychoanalytic. The general concept back of 
this approach is that mental illness is de- 
termined or modified by a wide variety of 
factors: biologic, physiologic, neurologic, 
biochemic, psychologic, and sociologic. A 
particular illness may be related to fairly 
specific causes or many factors may be in- 
volved. Diagnosis means to know through 
and through, and differential diagnosis in- 
volves the ability to compare and contrast 2 
or more diseases or disorders of similar signs 
and symptoms. Adequate treatment also in- 
volves this broad general background because 
diagnosis and differential diagnosis fre- 
quently continue as problems throughout 
treatment and because decisions must be 
made as to the particular type of treatment 
technique to be employed. It has seemed rea- 
sonable, therefore, to say that the broad re- 
sponsibility for the care of the sick should be 
given to those who have had broad training. 
A more limited training means a more lim- 
ited responsibility. 

3. A closely related proposition is that, 
ideally, medical practice is a unitary whole 
and involves a comprehensive approach to the 
patient. Influences which divide and frag- 
ment medical practice are destructive profes- 
sionally and do not promote the welfare of 
the patient. The danger of specialization is 
the danger of limited competence, though one 
may be highly competent in the narrower 
specialized field. The specialist easily loses 
his interprofessional contacts with resulting 
faulty diagnoses and fruitless therapeutic 
attempts. 


In psychiatry there has been historically a 
long struggle to bring body and mind to- 
gether. It is now emphasized that mind and 
body are inseparable, that organic and non- 
organic are outworn terms, that felt emotion 
and its physiologic accompaniments must be 
considered together. The awkward term 
“psychosomatic” is an expression of this 
unity. 

Psychiatrists are apt to look with disfavor 
on any proposal which somehow seems to 
turn the clock back by diagnosing and treat- 
ing patients on a purely physiologic or psycho- 
logic basis. The question is now being asked 
whether there is the danger under the name 
of clinical psychology of raising up a sepa- 
rate system of healing. It has been said that 
this group is attempting to practice psychi- 
atry under the guise of psychotherapy. The 
training of the clinical psychologist is mainly 
under the direction of departments of psy- 
chology which have little relationship to 
medical schools ; the psychological internship 
is supervised by psychologists; the clinical 
psychology movement seems to seek inde- 
pendence from and to set itself against psy- 
chiatry. Thus psychiatrists feel that it will 
become increasingly difficult for clinical psy- 
chology to be integrated into the medical 
framework. 

4. The fourth proposition is that psycho- 
therapy is a province of medicine. This prin- 
ciple is as old as medical practice. Some 
form of psychotherapy has always been con- 
sidered an essential part of the physician’s 
treatment techniques. A wide variety of these 
techniques have been used through the cen- 
turies: reassurance, doctor-patient relation- 
ship, emotional support, ventilation, environ- 
mental manipulation, advising new interests 
and hobbies, planned vacations, etc. In the 
last half-century psychiatry has developed, 
largely as a result of the psychoanalytic 
movement, a much greater emphasis on psy- 
chotherapy and psychodynamics. All this has 
had a vitalizing influence not only on psychi- 
atry but on medicine in general, and has 
stimulated other fields—psychology, social 
work, nursing, anthropology, literature, etc. 
Because of the ramifications of this approach 
and the magnitude of the problems of mental 
illness and emotional disorder more nonphy- 
sicians have become interested in the total 
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field. It is further true that much of what 
those nonphysicians may do does not by itself 
seem to be psychiatric in character. Yet, at 
the same time, whenever patients are con- 
cerned, it is the psychiatrists’ feeling that 
such aspects of psychotherapy as the nonphy- 
sician may use should be carried out under 
psychiatric control and direction. The reason 
for this is obvious. The intent of psycho- 
therapy is to relieve the patient’s distress. 
The particular form that is employed is based 
on diagnosis and upon good medical practice. 
In the medical sense psychotherapy does not 
include legal advice, social case work, per- 
sonnel counselling, vocational guidance, or 
education, simply because these activities by 
themselves and divorced from a medical set- 
ting, do not have the medical intent of curing 
or alleviating an illness and because they do 
not involve a medical diagnosis or a decision 
as to whether a certain form of psychother- 
apy is to be combined with some type of 
physical treatment. These other activities are 
not properly to be considered psychotherapy 
at all. 

5. The legal right to engage in medical 
practice should be granted only to those who 
have been adequately trained to assume the 
broad responsibilities of medicine. Licensure, 
as we understand it, grants a right to do cer- 
tain things such as the practice of surgery 
and medicine. Certification or registration 
does not grant such rights. Certification at- 
taches to a title and is a mark of proficiency 
in a certain area. Registration records in 
some central office the names of persons who 
have certain qualifications. Neither certifica- 
tion nor registration permits an individual to 
practice independently. The opposition to 
licensure for nonphysicians does not mean 
that such persons may not or cannot perform 
' many useful functions in the psychiatric field 
in research, in diagnosis, and in treatment, 
but because of their more limited training 
they must work in close association and 
under the direction of psychiatrists. If there 
be need for legal definitions of responsibility, 
then these definitions must be framed so that 
the limited responsibility of the nonphysician 
cannot pass for the broad responsibility of 
the physician, and that a person who can as- 
sume limited responsibility cannot function’ 
independently of a setting where the broad 
responsibility exists. 


There appear to have been 2 main argu- 
ments advanced against this position: that 
certain areas of the country are being overrun 
by psychological quacks and that psychology 
would be a captive of or subordinate to 
medicine. 

It has not seemed to us that the way to 
control the quack is by licensure of persons 
who can only assume a more limited respon- 
sibility, because a gullible public does not 
clearly differentiate between psychology and 
psychiatry and because licensure probably 
would not drive quacks out of business. A 
quack only needs to change his name from 
that of clinical psychologist to psychological 
adviser, counsellor, faith healer, etc. On the 
contrary, we have felt that certification of 
psychologists within their own professional 
group as a mark of acceptable standards of 
training, experience, an ethical code, and a 
self-policing system, and the restriction of the 
title clinical psychologist by legal certification 
is the preferred device which eventually 
would lead to better status and public recog- 
nition. This has appeared to us to have an en- 
during quality that would outlast the quack. 

In the many discussions on the subject of 
clinical psychology there has never been an 
expression of the thought of making psy- 
chology a captive of medicine. The ethical 
physician is a captive of a patient and his 
illness. To cure this illness the physician 
must be adequately trained. It is the patient 
who dominates the scene. All other consid- 
erations are subordinate. 

6. The sixth general proposition is that 
psychiatry has felt an obligation to encourage 
other professions that may wish to assist in 
the care of the mentally ill. The need for 
services and for research is great, one which 
cannot now be met by psychiatrists alone. 
There are many jobs where the regular psy- 
chiatric training is not necessary. It is the 
feeling that these other groups should be 
fitted into the total professional structure in 
such a way that the welfare of the patient 
will be protected. The arrangement of the 
physician assuming responsibility for the pa- 
tient and delegating certain procedures to 
other professions, if necessary, does keep the 
patient’s welfare as the primary focus. This 
plan is effective ; it has a long tradition. Other 
proposals will be questioned unless they seem 
certain of safeguarding the patient. 
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INTELLECTUAL AND AFFECTIVE CHANGES IN 


ESSENTIAL HYPERTENSION? 
RALPH M. REITAN, Pu. *, InpIANApo.is, IND. 


Apter, Halstead, and Heimburger(4, 5) 
have recently presented for the first time ob- 
jective measurements of organically impaired 
adaptive capacities (intelligence) that may 
occur early in the course of essential hyper- 
tension and in the absence of neurological 
signs. Their method of study combined medi- 
cal, neurological, experimental psychological 
and psychiatric techniques in an effort to ob- 
tain an integrated and correlative view of the 
symptoms shown by these patients. Hal- 
stead’s battery of neuropsychological meas- 
ures of biological intelligence was used for 
obtaining quantitative results in relation to 
which the other sources of evidence could be 
studied. The intellectual and affective per- 
sonality changes found in certain patients 
with essential hypertension were mild judg- 
mental and memory defects, insomnia, loss of 
energy, and anxiety symptoms. Patients with 
impaired biological intelligence also showed 
a distinct tendency to relinquish perfectionis- 
tic drives which had previously been present. 

Apter, et al., interpreted these changes as 
psychological symptoms of diffuse brain dis- 
ease associated with hypertension. Their 
brief though poignant review of the literature 
presented evidence strongly suggestive of 
pathologic vascular changes before neurolo- 
gic changes are discernible. The recent work 
of Scheinker(23, 24), based on a study of 
more than 365 cases of hypertension, de- 
scribes in some detail the pathophysiology of 
functional vascular disturbances. He says 
(24): 

In a large number of cases of arterial hypertension 
venous distention and stasis are among the most 
commonly observed vascular changes. These vascu- 
lar lesions frequently are accompanied by small foci 
of rarefaction and edema of the surrounding nerve 
tissue. The repeated vasoparalytic vascular phe- 
nomena, possibly initiated by a brief angiospastic 
vasoconstriction of repeated occurrence over a 


period of time, result in stasis and congestion of 
veins and capillaries. It may be assumed that these 


1 This research has been supported in part by the 
James Whitcomb Riley Memorial Association. 

2From the Department of Surgery, Indiana 
University School of Medicine. 

8 The writer is indebted to Mrs. Barbara L. 
Melberg for assistance with the statistical analysis. 


vascular phenomena are first transient and reversi- 
ble in nature. It is obvious that such reversible 
changes as vasoparalysis, if sustained, may lead to 
permanent organic alterations of the vessel wall 
characteristic of hypertensive arteriolopathy. .. . 
(pp. 302-303). 


The importance of a standardized and 
quantitative method for measuring the psy- 
chological effects of impaired cerebral func- 
tions in essential hypertension is obvious. 
Halstead’s tests of biological intelligence rep- 
resent such a method, and have a distinct ad- 
vantage over most other psychological tests 
in that they were constructed and standard- 
ized specifically for measurement of psycho- 
logical functions in brain-damaged rather 
than in normal people. While representing 
the most complete battery for measurement 
of the abilities and disabilities of patients with 
known or suspected cerebral involvement, 
their present general unavailability makes 
them more a research tool than an adjunct 
to clinical evaluation. 

The problem in the present investigation is 
to study the results obtained with the Ror- 
schach test upon the same patients studied by 
Apter, Halstead, and Heimburger (4, 5). The 
extensive use of the Rorschach test should 
add to the value in clinical practice of any re- 
sults pertinent to the evaluation of psycho- 
logical functions in hypertensive patients. A 
recent study(20) has shown distinct relation- 
ships of Rorschach test results to the Ab- 
straction factor of biological intelligence as 
well as the Halstead Impairment Index. 
Since impairment of biological intelligence 
was found in some instances of hypertension 
by Apter et al., it seems possible that similar 
results might be obtained with the Rorschach 
test. 


POPULATION 


Thirteen of the 14 subjects reported by 
Apter, et al.(4, 5) were used in this study. 
These patients were described individually in 
tabular form in one of these reports(4) in- 
cluding sex, age, marital status, date of first 
examination, weight, height, presenting com- 
plaints, blood pressure range, duration of 
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high blood pressure, heart size, EKG studies, 
urinalysis, urea clearance, opthalmological 
studies, associated medical diseases, neuro- 
logical signs and symptoms, the Halstead Im- 
pairment Index, psychiatric diagnosis, com- 
ment, and follow-up. It is obvious from in- 
spection of this table that the patients were 
not greatly deteriorated. Neurological signs 
and symptoms were absent in all patients ex- 
cept 4, who had, respectively, occasional dip- 
lopia, blurring of vision, right hemiparesis, 
and hyperactive deep reflexes on the right, 
tinnitus, and transient hemiparesis. Average 
of the blood pressure range in the group was 
157-202/99-130. The Rorschach test was 
administered at the same time as the tests 
of biological intelligence, and while the pa- 
tients were being studied medically and 
psychiatrically. 

Two other groups were used for compari- 
son. These were 13 neurotic patients, suf- 
ficiently disturbed to seek psychiatric assist- 
ance but without evidence of organic central 
nervous system damage, and 13 persons with 
verified organic brain damage or dysfunction. 
The diagnostic classification of the patients 
in the neurotic group was as follows: depres- 
sion, 9; alcoholism without deterioration, 2; 
anxiety neurosis, 2. The large proportion of 
depressed patients was deliberate as a con- 
servative procedure. It was felt that if super- 
ficial similarities such as slowness of reaction 
were roughly equated between the groups, 
any differences found would be apt to be 
more reliable and have more general signifi- 
cance. The primary criterion for a patient’s 
inclusion in the brain-damaged group was 
that he present incontrovertible evidence of 
organic brain damage and/or dysfunction. 
The diagnostic distribution of the patients se- 
lected for this group was: postoperative 
brain tumors, 5; cerebral vascular accidents, 
2; epilepsy, 2; traumatic head injury, 2; gen- 
eral paresis, 1; and aneurysm of the right 
middle cerebral artery, 1. 

The subjects in the 3 groups were individ- 
ually matched on the basis of color, sex, 
chronological age, formal education, and I.Q. 
The diagnostic distribution of the 2 control 
(neurotic and brain-damaged) groups was 
influenced somewhat by selecting only those 
patients who matched one of the hypertensive 
patients on the basis of these 5 criteria, but 
the requirements of brain-damage or no 


brain-damage were adhered to rigidly. It 
was felt necessary to use a matched-pairs de- 
sign because of the small number of hyper- 
tensive patients. The means and standard 
deviations for each group on age, education, 
and I.Q. are presented in Table 1. 

The mean values above are closely equiva- 
lent in each group. The mean differences 
were tested for statistical significance by Stu- 
dent’s ¢ technique, and none reached signifi- 
cance at the .05 level. It would seem that the 
3 groups are sufficiently well equated to rule 
out any systematic intergroup differences 
with regard to the equated variables. 


PROCEDURE 


Generally stated, the procedure was to 
compare the Rorschach records in the 3 
groups to determine whether or not the test 
describes any reliable differences between pa- 
tients with essential hypertension and those 
with neurosis and organic brain damage. The 
2 control groups were selected for compari- 
son with the thought that they should set 
reasonable limits within which the results for 
the hypertensive group could be assessed. 
There is much evidence to support the thesis 
of neurotic personality characteristics in es- 
sential hypertension(3, 9, 10, II, 15, 21, 22, 
25, 26). The papers by Apter, et al.(4, 5) 
describe intellectual impairment characteris- 
tic of organic brain damage in addition to 
personality changes. This present experimen- 
tal design should contribute additional infor- 
mation to the extent that the Rorschach test 
indicates the respects in which the hyperten- 
sive patients resemble the neurotic and brain- 
damaged ones. The Rorschach test is an ap- 
propriate experimental instrument for this 
purpose in that it has long been used for 
evaluation of both affective personality dis- 
turbances(7, 8, 14) and the psychological ef- 
fects of brain damage(1, 13, 16, 17, 18, 19). 

The Rorschach was administered to each 
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DIsTRIBUTION CONSTANTS FOR 3 EQuaTep Groups 
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12.31 
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3.29 
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of the subjects individually and the scoring 
was completed [Beck’s method(7)] before 
any of the groups were composed or the sub- 
jects matched on the controlled variables. 
The means and standard deviations for the 
quantitatively scored Rorschach variables 
were calculated. Intergroup statistical com- 
parisons of the means were made by use of 
Student’s ¢ technique, employing the method 
for correlated groups. Comparison of the 
frequency of occurrence of various Ror- 
schach “signs” of organically impaired cere- 
bral functions in the 3 groups was made by 
use of the chi-square test with Yate’s correc- 
tion for continuity. Finally, the Rorschach 
records were reviewed individually in an ef- 
fort to discover consistencies in interpretation 
of personality factors that would differentiate 
or characterize the 3 groups. 
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RESULTS AND DISCUSSION 


1.15 3-77 
1.03 2.99 


Table 2 presents the means and standard 
deviations for the 3 groups on various Ror- 
schach variables. 

The mean values in Table 2 quite consist- 
ently fall into the following order from high- 
est to lowest: neurosis, essential hyperten- 
sion, and organic brain damage. This trend is 
more easily observable in a graphic represen- 
tation of the mean values. Figure I portrays 
the mean values for the groups, with each 
variable being placed on an equivalent scale. 

For ease in comparison, Fig. 1 presents a 
subfigure for each combination of pairs 
among the 3 groups with a summary subfig- 
ure in the lower right corner. The equivalent 
scales for the Rorschach variables were con- 
structed by combining the 3 groups and con- 
verting the raw scores for each variable into 
T-scores. The ordinates for the graphs in 
Fig. 1 are, therefore, T-score scales. The raw 
score means for each group were plotted on 
the graphs in accordance with their equiva- 
lent T-scores. The major advantage of an 
equivalent or standard score scale is that it 
permits an evaluation of the general trend in 
comparing 2 or more groups. 

It will be noted that the mean scores for 
the neurosis group regularly exceed those for 
the brain-damaged group (upper left). The 
differences are obviously rather considerable 
since 10 points on either side of the mean for 
the 3 groups (a T-score of 50) represents 1 - 
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standard deviation. The means for the hyper- 
tensive subjects also generally exceed those 
for the brain-damaged group (lower left), 
but the differences are not nearly as great. 
This becomes more apparent in the neurosis 
vs. hypertension comparison (upper right). 
Although each of these groups regularly ex- 
ceed the brain-damaged group, the neurotic 
patients also have higher means than the hy- 
pertensives. The general trend, as summa- 
rized (lower right), is obvious. The neurotics 
have the highest mean values, the brain-dam- 
aged patients the lowest, and the hyperten- 
sive group consistently falls in between. 

The nearly complete lack of overlap in the 
3 graphs in Fig. 1 argues strongly that there 
is a real difference in these 3 diagnostic 
groups as measured by the Rorschach test. 
The fact that some of the Rorschach variables 
are interdependent measures introduces some 
difficulty in interpretation of the graphs in 
Fig. 1. For example, the number of whole 


responses (W) is limited by the total number 
of responses (R), and when R is higher in 
one group than another, one would expect 
that W might also be higher. While depend- 
ency of this type undoubtedly makes some 
contribution to the trend shown in the graphs, 
a number of the variables are independent 
measures. The lack of reversals among these 
independent measures suggests that the 
graphs do portray a trend that is more than 
statistical artifact. 

Table 3 presents the ¢ ratios which indicate 
the probability that the mean differences con- 
sidered individually are due to factors other 
than chance. 

For 12 degrees of freedom a ¢ ratio of 3.06 
is needed to reach the .o1 confidence level, 
2.68 for the .o2 level, and 2.18 for the .05 
level. Relatively few of these ratios reach 
statistically significant levels. The majority 
occur in the comparison between the neurosis 
and brain-damaged groups, 7 exceeding the 
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.05 confidence level. Only 2 mean differences 
(R and F-) reach the .05 level in comparing 
neurosis vs. hypertension, and one (YF) 
reaches the .o1 level in brain damage vs. hy- 
pertension. Two factors are responsible for 
the paucity of statistically significant differ- 
ences: the small size of the groups and the 
relatively great intergroup variability of raw 
score differences. These factors in turn iden- 
tify the variability of the intergroup raw 
score differences as large in relation to. the 
size of the mean differences. Provided the 
trend shown by the mean differences con- 
tinued, increasing the size of the groups 
would bring more of them into the range of 
statistical significance. The statistical analysis 
in the present experiment, however, indicates 
an inadequate basis for interpretation of the 
differences shown on individual variables. 

As another approach to possible quantita- 
tive differentiation of the 3 groups, the Ror- 
schach records were studied with reference 
to the frequency of occurrence of various 
“signs” of impaired psychological functions 
due to organic brain damage. Fourteen signs 
were used: 5 of the 10 proposed by Piotrow- 
ski(16) and 9 proposed by Aita, Reitan, and 
Ruth(1). Only those 5 of the Piotrowski 
signs that had been previously found to dif- 
ferentiate between brain-injured and control 
subjects(1) were used. Although the psycho- 
logical meaning of these signs has not been 
completely established or clearly differenti- 
ated, their relevance to intellectual functions 
dependent upon the organic condition of the 
brain is indicated by their significant relation- 
ship to Halstead’s(12) measures of biological 
intelligence(20). 

Figure 2 presents a graphic comparison of 
the relative frequency with which the signs 
occurred in each group. Each sign is indi- 
cated on the horizontal axis. “Most,” “mid- 
dle,” and “least” along the vertical axis indi- 
cate their comparative frequency in the 3 
groups. When the same number of persons 
in 2 groups showed a particular sign, both 
groups are indicated at an average of the 2 
positions not occupied by the third group. 

In Fig. 2 the definite trend noted in Fig. 1 
is again present. The brain-damaged group 
consistently has the greatest number of indi- 
viduals showing the various signs. The hy- 
pertension and neurosis groups overlap very 
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definitely, and it would appear that the signs 
are of little value in differentiating these 
groups. 

A statistical evaluation of the comparative 
frequency of these signs is presented in Table 
4. The chi-square test was used, computed 
with Yate’s correction for continuity because 
of the small groups. 

Relatively few of the chi-square values in 
Table 4 are significant. Only 3 signs (impo- 
tence, concrete responses, and catastrophic 
reaction) differentiate the neurotic and brain- 
damaged groups at acceptable confidence 
levels. This suggests that the results in the 
present experiment underestimate the differ- 
ences in the populations of which the groups 
are samples, since all of these signs have pre- 
viously been found helpful in differentiating 
larger brain-damaged and nonbrain-damaged 
groups. Although the curves in Fig. 2 indi- 
cate that the signs occur more frequently in 
the brain-damaged than the hypertension 
group, only one of these frequency differ- 
ences (Unclear Definition of Responses) 
reaches the .05 level of confidence. The re- 
sults suggest, however, that if the groups 
were larger and the use of Yates’ correction 
unnecessary, more of the differences would 
have been significant. No individual signs 
significantly differentiated the neurosis and 
hypertensive groups. When the total number 
of signs shown in each group are compared, 
the brain damaged have more signs than 
either the neurotics or hypertensives at the 
.0o1 level. The neurotics compared with the 
hypertensives, however, show no significant 
difference in the total number of signs. It 


TABLE 4 
Cu1-SQuarE VALUES COMPARING THE FREQUENCY OF OCCURRENCE OF RorscHACH Test “SiGNns” oF BRAIN DAMAGE IN 3 D1aGNnostic Groups 
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would appear that the hypertension group re- 
sembles much more the neurotic than the 
brain-damaged group with regard to the fre- 
quency of Rorschach test signs of brain 
damage. 

The individual Rorschach protocols were 
studied in an effort to determine any out- 
standing features in interpretation with re- 
spect to which the 3 groups might be similar 
or different. The protocols in the neurosis 
group consistently give indications of neu- 
rotic difficulties, particularly anxiety and de- 
pression. Comments such as, “I’m not much 
good at this game; I can’t get into the spirit 
of it” ; “My imagination isn’t so good ; I just 
can’t seem to think”; frequent deep sighs, 
self-depreciative remarks and other indica- 
tions of self-judged failure to do well were 
present in many of the records. The brain- 
damaged subjects much more frequently ex- 
pressed doubt as to the adequacy of specific 
responses to the ink-blots than doubt of their 
abilities generally. This feeling of inadequacy 
to respond properly would sometimes build 
up into an overt catastrophic emotional reac- 
tion. They also tended to give either very 
specific and concrete responses of an “easy” 
type, or else vague responses which they 
could not clearly define during the inquiry 
period. Often they felt that the ink-blots rep- 
resented actual objects which they were to 
locate and describe, in spite of being told be- 
forehand that the pictures were nothing more 
than inkblots. The inflexibility of the brain- 
damaged subjects was manifested in their 
tendency to repeat associations from one ink- 
blot to another without close regard for the 
form of the ink-blot, to use a particular part 
of any ink-blot for only one association, and 
to cover parts of the ink-blot not being ob- 
served so as to isolate a particular detail 
which suggested an association. These fac- 
tors seemed to be the main subjectively ob- 
served behavioral characteristics differentiat- 
ing the neurotic and brain-damaged groups. 

The records of the hypertensive patients 
give evidence of anxiety, depression, and hys- 
terical tendencies. Although they resemble 
the neurotics in this respect, they also are 
like the brain-damaged group. The presence 
of neurotic indications in the Rorschach pro- 
tocols of brain-damaged patients has been de- 
scribed in other publications(1, 6). In addi- 


tion to the diminished associative output de- 
scribed quantitatively, there is a qualitative 
similarity in the brain-damaged and hyper- 
tensive groups which is not as striking in the 
neurotic group. The hypertensive patients 
gave an unusual proportion of responses 
which ascribed damage, deterioration, or dis- 
ease to the association. Responses occurred 
such as, “A badly aged or worn crawfish” ; 
“A bee . . . with its wings pulled out... 
and... the . the . . . bleeding at the 

‘ the . part of the “body where the 
wings were re pulled out” ; “An artist’s illustra- 
tion ... depicting... the...a... onset 
of a ... cold, hard winter tlie * with a 
promise of suffering and a . . . some 
hunger” ; “Well, that kind of looks like fig- 
ures I’ve seen in illustrated medical books. I 
saw an awful book on cancer the other day. 
Lovely colors, but . . . ”; “This looks like 
a bat. The bat is aged with frayed wings 
. . . or a butterfly badly beaten” ; “Could it 
be a fly . . . with outstretched wings .. . 
exhausted? As if going through some kind 
of conflict because the wings are. . . tat- 
tered.” Although it has been noted that 
brain-damaged persons frequently give re- 
sponses similar to these, in the present study 
relatively few were noted. These responses 
seem to indicate a deep anxiety in certain hy- 
pertensive patients regarding the adequacy 
of their physical status and personal effici- 
ency. The fact that the morbid associations 
involved only non-human animals may indi- 
cate that the anxiety is not consciously recog- 
nized or verbalized. 

The Rorschach protocols of each of the 
hypertensive patients were rated subjectively 
on 4 scales: organic brain damage, depres- 
sion, anxiety, and hysteria. Three points were 
used to indicate the estimated intensity of 
positive evidence on each scale: mild, moder- 
ate, and strong. Since this report presents 
evidence neither of the reliability of the scale 
nor of any general agreement on the meaning 
of the intensity points, the scale suffers dis- 
tinct limitations. Nevertheless, in the author’s 
opinion, the Rorschach presented the results 
shown in Table 5. 

Seven of the 13 patients gave evidence of 
mild brain damage in the subjective interpre- 


tation of the protocols. Six of the hyperten- 


sives gave no indications differentiating them 
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TABLE 5 


SuBJEcTIVELY Jupcep Dracnostic INDICATIONS 
PRESENT IN RorSCHACH REcorDs OF 13 PATIENTS 
witH EssENTIAL HYPERTENSION 

De- 


pres- Anx- Hys- 
sion lety teria 


4 

7 6 

Moderate indication. . 4 4 3 
Strong indication.... 2 
13 13 13 


from neurotics. While signs of anxiety and 
depression stood out clearly in nearly all of 
the records, the indication of brain-damage 
in 7 substantiates the impaired associative 
ability in essential hypertension which was 
indicated earlier. 

The results of the present study seem to 
confirm Apter e¢ al.(4, 5) in their finding of 
possible organic impairment of intellectual 
functions in essential hypertension, and indi- 
cate that the Rorschach test is of value in 
measuring the impairment. A larger group 
than in the present study should be used, 
however, in attempting to define in greater 
detail the nature of the changes measured by 
the Rorschach. 


SUMMARY 


The Rorschach test was administered to 3 
diagnostic groups of patients with neurosis, 
organic brain-damage, and essential hyper- 
tension. The subjects were individually 
matched with respect to color, sex, age, 
formal education, and I1.Q. Intergroup sta- 
tistical comparisons were made of the mean 
values on each of the Rorschach variables. 
The relative frequencies of Rorschach 
“signs” of organic cerebral damage in the 3 
groups were compared using the chi-square 
technique. The results indicate that the mean 
scores of the hypertensive group consistently 
fall between those of the other 2 groups. The 
Rorschach “signs” of brain damage occur 
more frequently in the brain-damage than 
hypertensive group, but there was no signifi- 
cant difference in this respect between the hy- 
pertensives and neurotics. An interpretative 
review of the protocols in the 3 groups in- 


dicates a considerable amount of neurotic 


symptomatology in each group, but confirms 


the quantitative results which indicated in- 
tellectual impairment due to organic brain 
damage in some of the patients with essential 
hypertension. 
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Much has been written concerning Benja- 
min Rush and his influence upon American 
psychiatry. His volume entitled Medical In- 
quiries and Observations Upon the Diseases 
of the Mind, published in Philadelphia in 
1812, is thought of by many as the first vol- 
ume on psychiatry to appear in the United 
States. Shryock(1) refers to it as “the first 
systematic treatise published in the United 
States”; Bunker(2) as “the first textbook of 
psychiatry on this continent”; Zilboorg(3) 
as “the first American textbook of psychia- 
try”; and Deutsch(4) as the first American 
general treatise on the subject.” Neverthe- 
less, in spite of these accurate descriptions, 
the notion has become quite general that no 
book on the topic of mental disorder ap- 
peared in the United States prior to the ap- 
pearance of Rush’s volume. This communi- 
cation is intended to rescue from relative 
oblivion the authors of two books which ap- 
peared in this country before that date, even 
though the authors themselves were English- 
men. I refer to Thomas Trotter, whose View 
of the Nervous Temperament was reprinted 
at Troy, New York, in 1808, and Joseph Ma- 
son Cox, whose Practical Observations on 
Insanity appeared in Philadelphia in 1811. 

Only the briefest outline concerning Ben- 
jamin Rush and his pronouncements on psy- 
chiatry is called for here. 

Rush, who was born in 1745 and died in 
1813, received the degree of Doctor of 
Medicine at Edinburgh in 1767. He studied 
there under Cullen and Gregory, to both of 
whom he refers in his writings. The cause 
of madness, he says, “is seated primarily in 
the blood vessels of the brain and depends 
upon the same kind of morbid and irregular 
actions which constitute other arterial dis- 
eases.” Logically, therefore, although some 
passing mention is made of occupation, 


1 Based on an address to Vidonian Club, New 
York City, October 27, 1951. 

2 Superintendent of Saint Elizabeths Hospital, 
Professor of Psychiatry, George Washington Uni- 
versity School of Medicine, Washington, D. C. 


COX AND TROTTER—TWO PSYCHIATRIC PRECURSORS 
OF BENJAMIN RUSH * 


WINFRED OVERHOLSER, M.D., Sc. D.,2 Wasuincton, D. C. 


music, and amusements, we find Rush’s em- 
phasis laid particularly upon depleting treat- 
ments, notably blood-letting (which he ad- 
vocates ardently), and also blisters, emetics, 
and purgatives. After enumerating these 
various types of treatment and mentioning 
the necessity of “looking the patient out of 
countenance,” dignified conduct on the part 
of the physician, and the administration of 
acts of kindness, Rush continues (p. 181) : 


... if all the means that have been mentioned 
should prove ineffectual to establish a government 
over deranged patients, recourse should be had to 
certain modes of coercion—1. confinement by means 
of a strait waistcoat or of a chair which I have 
called a tranquillizer—2. privation of their cus- 
tomary pleasant food—3. pouring cold water under 
the coat sleeve, so that it may descend into the arm 
pits and down the trunk of the body—4. the shower 
bath, continued for fifteen or twenty minutes. If all 
these modes of punishment should fail in their 
intended effects it will be proper to resort to the 
fear of death—By the proper application of these 
mild and terrifying modes of punishment chains 
will seldom, and the whip never, be required to 
govern mad people. I except only from the use of 
the latter those cases in which a sudden and un- 
provoked assault of their physicians or keepers may 
render a stroke or two of a whip or the hand a 
necessary measure of self defense. 


Mention has already been made of the 
tranquillizer. Rush is also remembered for 
his gyrator. He speaks of exercise as a treat- 
ment and says (p. 224) : 


. .. this should consist of swinging, see-saw, and 
an exercise discovered by Dr. Cox, which promises 
more than either of them, and that is subjecting the 
patient to a rotatory motion, so as to give a cen- 
trifugal direction of blood towards the brain—I have 
contrived a machine for this purpose in our hospital, 
which produces the same effects upon the body 
which are mentioned by Dr. Cox. These are vertigo 
and nausea and a general perspiration. I have 
called it a Gyrator. 


Another method which he quotes from Dr. 
Gregory, his former teacher at Edinburgh, is 
a form of occupational therapy ; namely, (p. 
202) “yoking a number of madmen in a 
plough and compelling them by fear or force 
to plough his fields.” This remedy acted, Dr. 
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Gregory said, “by reducing and expending 
the morbid excitement of the system.” 

Rush makes several mentions of Dr. 
Joseph Mason Cox, the English writer to 
whom we have already referred. He speaks 
of some observations made by Cox on the 
pulse of mental patients and the result of 
digitalis, which not only slowed the pulse but 
improved their mental state. He speaks in 
another instance of three cases cited by Dr. 
Cox in which fright from a runaway horse 
brought about a recovery. Again, he quotes 
Dr. Cox as mentioning (p. 229) “an in- 
stance of chronic madness being cured by 
trepanning, and of the same good effects be- 
ing produced by accidental contusions of the 
head.” 

Although Victor Robinson(5) refers to 
Rush as unscientific, dogmatic, and mis- 
chievous in his influence on American medi- 
cine, the fact remains that Rush was the first 
American to write a treatise on mental dis- 
order, a volume which had no American 
competition of any sort for about 70 years. 
He is very properly considered, with all his 
shortcomings, the father of American psy- 
chiatry, and the “patron saint” of The Amer- 
ican Psychiatric Association, whose seal his 
bust adorns. 

Not only was the work of Joseph Mason 
Cox familiar to Benjamin Rush, but it must 
have been familiar to at least some of the 
other physicians in the United States through 
its reprinting here. Cox was born at Fish- 
ponds, near Bristol, England, in 1762, and 
received his degree of Doctor of Medicine at 
Leyden in 1787. He then returned to Eng- 
land, where as we are told in the “‘Advertise- 
ment” of his book, he devoted himself ex- 
clusively and assidously to the care and cure 
of maniacal patients, apparently in a private 
hospital at Fishponds. He died in 1822. The 
first edition of his Practical Observations on 
Insanity appeared in London in 1804, with 
subsequent editions there in 1806 and 1813. 
French editions appeared in Geneva in 1805 
and 1815 and a German edition (translated 
by Reil) at Halle in 1811. The views of Cox 
thus had a wide circulation in England and 
on the Continent, and it seems strange that 
so little about the author appears in the Bri- 
tish literature. His name, for example, is 
not found in the Dictionary of National Bi- 
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ography, although there are brief articles 
about him in the Dictionnaire Encyclopé- 
dique des Sciences Medicales (Paris 1879), 
and the Biographisches Lexikon of August 
Hirsch (Berlin & Wien, 1930, vol. 2). The 
latter article deprecates the “Darwin-Cox 
swing” with the comment that the method 
was known to Avicenna. 

It is, however, the American reprint 
(Philadelphia: Thomas Dobson, 1811, duo- 
decimo, pp. 238+xi) that interests us just 
now. Zilboorg (op. cit, p. 411) refers 
briefly to Cox as believing that too much 
blood in the brain is the cause of mental ill- 
ness and purgation the cure, and he also men- 
tions what appears to be an early descrip- 
tion by Cox of a case of general paresis. He 
makes no mention, however, of the fact that 
the volume was published in America as well 
as in England. Cox’s book, to be sure, is a 
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practical handbook rather than a systematic 
treatise, but he discusses at considerable 
length delirium, mania and melancholia, and 
hypochondriasis, together with the treatment 
of these disorders. 

Most medical writers, says Cox in his 
preface: 


.. in detailing the morbid phenomena of the 
human mind, and the means of removing them, 
appear to have been more anxious to display their 
own ingenuity and the result of their abstruse specu- 
lations than to furnish the inquiring student with a 
plain practical manual, to direct his judgment in the 
treatment of maniacal patients. To supply this 
desideratum in some degree ... is the principal 
object of the present work, in which all abstract 
reasoning is purposely avoided, the result of my 
own observation and experience stated, and an 
attempt made to point out a rational and successful 
method of treating diseases of the intellect. 


Although he takes it for granted that some 
morbid changes of the “brain and its emana- 
tion, the nervous system,” exist “in every 
case in insanity,” and subscribes with Rush 
to the doctrine that the fundamental difficulty 
is an increased “circulation in and about the 
brain,” he refers to the influence of heredity 
and of religion and love as exciting causes. 
He speaks of vomiting as taking (p. 116), 
“precedence of every other curative means,” 
but recommends also bleeding, purging, blis- 
ters, and setons, as well as the use of some 
drugs, such as camphor, opium, and espe- 
cially digitalis. He is far, however, from 
confining himself to drastic therapies of this 
sort. He advocates cold baths, either the 
shower or the tub, and sudden immersion 
“in the acme of the paroxysm,” something 
similar to the bath of surprise. He adds that 
management is important, and that in many 
cases medicines may not be necessary. He 
emphasizes the importance of sympathetic 
tenderness, of music, colors, pleasing odors, 
and of pleasant surroundings in general ; di- 
viding his treatment into the moral and the 
medical. He considers the  straitjacket 
proper, but adds that punishments are never 
so. In view of the present prevalence of elec- 
troshock therapy, it is interesting to note the 
following statement (p. 150) : 


Among the stimulants used in paralytic infections, 
accompanied by mental derangement, recourse has 
sometimes been had to electricity ; but I have never 
seen any lasting advantages following its applica- 


tion, except in those maniacal cases which arise 
from uterine obstruction. 


Cox is known, inter alia, for his develop- 
ment of “swinging” as a treatment, although, 
he gives credit not to himself, but to Dr. 
Erasmus Darwin. This procedure he recom- 
mends to be employed in (p. 152) “either the 
oscillatory—or circulating form,” the patient 
being fastened with a straitjacket and tied 
into a Windsor chair which is suspended by 
a hook from the ceiling. Cox is evidently 
very much taken with this method of treat- 
ment. He says, (p. 154): 


After a very few circumvolutions, I have witnessed 
its soothing lulling effects, tranquillizing the mind 
and rendering the body quiescent; a degree of 
vertigo has often followed, which has been suc- 
ceeded by the most refreshing slumbers; an object 
this the most desirable in every case of madness, 
and with the utmost difficulty procured. [He even 
suggests that it might be more effective if] con- 
joined with a passion of fear. I have no doubt it 
would afford relief in some very hopeless cases, if 
employed in the dark, where, from unusual noises, 
smells, or other powerful agents, acting forcibly on 
the senses, its efficacy might be amazingly increased. 


He adds a word of caution to the effect 
that (p. 155): 


The employment of such Herculean remedies re- 
quires the greatest caution and judgment, and 
should never be had recourse to but in the imme- 
diate presence of the physician. [He concludes: 
(p. 159)] The impressions made on the mind by 
the recollection of its action on the body is another 
very important property of the swing, and the 
physician will only have to threaten its employment 
to secure compliance with his wishes, while no 
species of punishment [sic!] is more harmless or 
efficacious. 


We have already seen that Benjamin Rush 
was greatly impressed with efficacy of this 
treatment also, and that he gives credit to 
Cox for inspiring him to develop the “gy- 
rator.” 

In addition to 21 brief case histories, we 
find in Cox’s volume two appendices, one on 
the mode of granting certificates and one on 
medical jurisprudence in cases of insanity. 
He tells us (p. 222) : 

Medical jurisprudence forms a neglected part of 
the physicians education, though there is no branch 
of science more necessary or important, [and he 
gives this sound advice: (p. 224)] It is the duty 
of every medical man, consulted on legal questions, 


to divest his mind of all prejudice, and his system 
of all theory; to direct his unbiased judgment to 
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ascertain the important point required ; and in cases 
of suspected insanity, to compare the reported his- 
tory of them with the then existing symptoms. 

The volume concludes with some “Hints 
on the Treatment of Insane Persons,” chiefly 
drawn from the experience of the “Retreat 
near York.” It has been found there,’ he 
says, that drugs are very little needed, but 
that a warm bath is useful, that a full meal 
is better than opium to obtain sleep, that no 
corporal punishment is used at York, and 
that the only method of coercion used is the 
straitjacket or belt. Throughout this section 
of the volume “moral treatment” is stressed. 

In general, we may summarize to the effect 
that Cox’s approach to the problem of treat- 
ment of mental disorder emphasizes slightly 
more than does Rush the “moral” or psycho- 
logic treatment, as opposed to the physical, 
even though his thesis is fundamentally simi- 
lar to that of Rush, namely, that mental dis- 
order is due to an overdetermination of blood 
to the brain. 
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Thomas Trotter was an ingenious com- 
mentator upon mental problems who deserves 
a larger niche in the psychiatric Hall of 
Fame than he has achieved. Sir Humphry 
Rolleston, in an interesting article(6) con- 
cerning Dr. Trotter, speaks of our interest 
in the lives “of those who have striven and 
deserve but have not obtained success as ordi- 
narily estimated. Though included in the 
Dictionary of National Biography,” he adds, 
“Trotter is practically forgotten, and it is 
only too obvious from his writings that he 
was not satisfied with his lot.” 

Trotter was born in 1760 or 1761 in Rox- 
burghshire, England, studied medicine at 
Edinburgh and received his degree of Doctor 
of Medicine there in 1788, 21 years later 
than Dr. Rush. Interestingly enough, his 
doctoral thesis was on a topic that had never 
before been discussed at Edinburgh, namely : 
Inebriety. He served a considerable part of 
his life with the Fleet, wrote a 3-volume 
study entitled Medicina Nautica, and after 
his retirement from naval service, in 1802, 
practiced medicine at Newcastle until his 
death in 1832. He wrote on a number of 
other topics, such as chemistry and general 
sanitation, and he advocated the use of citric 
acid as a preventive of scurvy. His particular 
interest to us is his volume entitled A View 
of the Nervous Temperament, which was 
published first in London in 1807, with a 
later edition in 1812. The 1807 edition was 
reprinted the following year in 1808 in Troy, 
New York, by Wright, Goodenow and Stock- 
well (duodecimo, 338 pages). 

The book is not so much a discussion of 
mental diseases in the sense of those days, 
that is, the psychoses; rather it is an exten- 
sive study of the neuroses, with particular 
reference to the various complaints now gen- 
erally subsumed under the name of psycho- 
somatic. It is dedicated to James Gregory, 
M. D., who was professor of the practice of 
medicine at the University of Edinburgh, 
and who is mentioned by Rush. The intro- 
duction commences : 

The last century has been remarkable for an in- 
crease of a class of diseases, but little known in 
former times, and what had slightly engaged the 
study of physicians prior to that period. They have 
been designated in common language, by the terms, 
nervous, spasmodic, bilious, indigestion, stomach 
complaints, low spirits, vapours, etc.—In the present 
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day, this class of diseases forms by far the largest 
portion of the whole, which come under the treat- 
ment of the physician. Sydenham, at the conclusion 
of the seventeenth century, computed fevers to con- 
stitute two-thirds of the diseases of mankind. But, 
at the beginning of the nineteenth century, we do 
not hesitate to affirm, that mervous disorders have 
now taken the place of fevers, and may be justly 
reckoned two-thirds of the whole with which civil- 
ized society is afflicted. Dr. Cheyne, who wrote 
about the year 1733, in his work entitled The 
English Malady, makes nervous disorders almost 
one-third of the complaints of people of condition 
in England: from which we are led to believe that 
they were then little known among the inferiour 
orders. But from causes to be hereafter investi- 
gated, we shall find that nervous ailments are no 
longer confined to the better ranks in life, but 
rapidly extending to the poorer classes. 


He then paints an idyllic picture of the “‘sav- 
age state” in order to contrast the lot of 
civilized man. “It is notorious,” he says, 
(p. 16) “that all the savage tribes of the 
continent, when compared to European man- 
ners, appear to be chaste, temperate, and 
abstemious.” 

He then proceeds to paint a sad picture of 

the degree to which mankind has degenerated 
nervously as civilization has increased. Much 
of the troubles, we are told, are due to idle- 
ness, the sedentary life, and high living, 
mustard, pepper, and other seasoned food, 
alcohol and tea being notoriously bad. His 
commentary on the overfed, high-pressure 
executive is interesting (p. 67) : 
There are some persons of the nervous tempera- 
ment, that are much addicted to high seasoned food, 
which I call luxurious living. This custom is often 
first acquired by indulging in the use of hot articles, 
with a view to obviate flatulence, and other dyspep- 
tick feelings; but insensibly gains ground, and by 
repetition it is confirmed into habit; and the excita- 
bility or vital power of the stomach, is speedily 
exhausted and worn out. Such persons commonly 
die of apoplexy, after a voracious repast, or linger 
a while under incurable palsies of the limbs and 
other organs, and idiotism. 


Other physical evils enumerated are the tight 

lacing of stays and inadequate bathing. 
There is, Trotter says (p. 80), 

...@ species of sympathy among certain organs 

of our body that points out a more intimate con- 

yen with the mind than what is possessed with 

others. 


He discusses the lungs, the heart, the stom- 
ach, the intestines, liver and the other viscera. 


The effect of the violent passions on the chylopoie- 
tick viscera is to destroy appetite, disturb digestion, 


invert the peristaltick motion of the stomach and 
bowels, and render the alvine discharge variable 
and irregular. 


In connection with the effect of the pas- 
sions on the physical frame, Trotter cautions 
against novel reading as being: 


. . one of the great causes of nervous disorders. 
The mind [p. 88] that can amuse itself with the 
love-sick trash of most modern compositions of this 
kind, seeks enjoyment beneath the level of a ra- 
tional being. . . . The drama [he adds] is another 
hot bed of disease sensibility. ... We are very 
little obliged by the late importation of a few loose 
German plays on the English stage. They are the 
offspring of a new school, and communicate poison 
in a new way; such poison as has no antidote on 
the shelves of the apothecary. 


Intense study and severe mental application 
depress the nervous power, this being espe- 
cially true of school teachers. 

Trotter considers the nervous tempera- 
ment largely hereditary and he therefore 
looks with considerable alarm upon the like- 
lihood that the diseases dependent upon it 
“must multiply in prodigious proportions.” 
Indeed, he thinks they have already acquired 
(p. 149) “that growth which nothing but a 
general revolution in all ranks of society 
can check.” Admitting that these conditions 
do not as a rule cause death, he adds that 


(p. 150): 


. if constant pain, mental disquietude, and ap- 
prehension of dying, are to be considered as evils 
in this stage of existence, then are nervous afflictions 
to be held as the chief cause of them. And it is to be 
remembered that the most frightful part of the cata- 
logue of diseases, such as apoplexy, palsy, madness, 
melancholy, epilepsy, convulsions, cholick, iliack, 
passion, atrophy, and dropsy are often ushered in 
by nervous affection, before they assume their own 
character and shape. 


Constantly we find Trotter emphasizing the 
physical effect of emotional disturbances (p. 


205): 


All those passions of the mind which have been 
narrated among the causes, act immediately on the 
nervous system; whence a train of sympathetick 
affections instantly commence throughout the whole 
body, but especially in the chylopoeietick organs. 
And again, those causes which induce nervous dis- 
orders through the body, affect first the digestive 
and the assimilating powers; and are from them 
reflected on the nervous system, whence commences 
a train of inverted sympathies and false perceptions, 
which show how far the mental part of us is con- 
cerned in this general tumult of sensation and 
motion. 
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Since the fundamental basis of these ner- 
vous disorders is backsliding from the primi- 
tive state of nature, prevention and treatment 
lie in a simple hygiene, that is, a return to 
nature. The avoidance of stimulants and of 
condiments, a simple diet, regular exercise, 
fresh air and change of climate, together 
with what he refers to as a “reversed mode 
of living,” are recommended. As for drugs, 
various preparations of iron and Peruvian 
bark are suggested, but the accent through- 
out is laid upon the general hygiene of the 
patient. Mention of aerated soda water (then 
something of a novelty) is found. Trotter 
(p. 328) says this: 

. . . has now become a fashionable morning draught 
for the cure of acidity, after a debauch of wine. It 
is really to be met with in coffee-houses, as if it had 
never been manufactured by apothecary, and it is 
humiliating to the physical vigour of Britons to see 


such degeneracy: a medicine converted into a 
tavern beverage! 


There is caution too, about the undesirability 
of repelling eruptions on the skin by any 
severe means, since (p. 329) 

. . when [these] are imprudently forced from the 


surface, [they] never fail to aggravate the internal 
disorder. 


Finally, in the concluding footnote, Trotter 
says (p. 338) : 


A perfect knowledge of the temperament, in my 
opinion, forms the only basis for a successful treat- 
ment for all nervous and bilious diseases so called; 
it leads to the fountain head; unfolds the source 
from which the evils flow, and puts us in possession 
of the only means for prevention and cure. 


Trotter’s reprinted work, then, constitutes 
in all probability the earliest discussion of 
psychosomatic problems published in the 
United States. Although not a treatise on 
mental diseases, as is Rush’s volume, it con- 


stitutes a discussion of the relationships be- 
tween the soma and the psyche and certainly 
deserves more attention in the history of 
psychiatric literature than it has received. It 
is not mentioned, for example, in Zilboorg’s 
History of Medical Psychology, in One 
Hundred Years of American Psychiatry, or 
in Albert Deutsch’s History of the Mentally 
Ill in America. It is not at all clear that 
Trotter’s work was known to Rush, although 
he was a fellow alumnus of Edinburgh and 
had studied under some of the same physi- 
cians. Certainly there is not much in Rush’s 
contributions to indicate that he had given a 
great deal of consideration to the effects of 
emotional disturbances upon the physiology. 
Rush did know Cox’s work, perhaps in the 
English edition, and he gave due credit to 
Cox for some of his contributions. 

Very few ideas spring full fledged; Rush 
was the child of his time, the heir of the tra- 
ditions of Cullen and the other European and 
Continental writers. The fact that the two 
volumes just discussed had appeared in this 
country before Rush’s Observations and In- 
quiries does not, in the last analysis, detract 
substantially from Benjamin Rush’s reputa- 
tion as the Father of American Psychiatry. 
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This paper describes the benefits and dis- 
advantages arising from a scheme whereby 
selected relatives remain with patients in a 
psychiatric hospital. 

During the days of financial stringency, 
some two decades ago, the Sanatorium Pre- 
vost in Montreal, an open voluntary psychia- 
tric hospital, found that many patients could 
no longer afford the services of private 
nurses to safeguard and care for them dur- 
ing the acute phase of an illness. Contrary to 
previous hospital regulations, a close member 
of the family, who continued to maintain a 
good relationship with the patient, was per- 
mitted to accompany him to the hospital and 
to remain with him at all times except when 
he was under specific therapeutic procedures. 
With the return of comparative prosperity, 
the plan was retained since it was recognized 
that there were important advantages arising 
from it other than merely economic. 

Since there has been little variation in the 
extent to which the method has been used in 
the past few years, this report, for the sake of 
brevity, is based upon our findings in those 
cases admitted over a 12-month period 
(January 1 to December 31, 1951). The 
total admissions during this time were 970 
cases, of which 230 were participants in the 
relative care scheme. The relative is charged 
$3.00 per day during the time he remains in 
hospital ; this sum amounts to approximately 
one-iaird of the charge levied on the patient 
for his room and board. It is estimated that 
relatives of 2 patients are present in the hos- 
pital at all times; obviously there is a con- 
siderable fluctuation in these numbers since 
at times as many as 6 relatives are in resi- 
dence. No difficulty has arisen due to over- 
crowding because of the presence of relatives 
insofar as either dining-room or common- 


room space is concerned. 


1 Read at the 109th annual meeting of The Amer- 
ican Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1954. 

2 Attending Psychiatrists Sanatorium Prevost, 
Montreal. 


PARTICIPATION IN INSTITUTIONAL TREATMENT BY 
SELECTED RELATIVES‘ 


FERNAND COTE, M.D., T. E. DANCEY, M.D., ann JEAN SAUCIER, M. D.,? 
MonrTRrEAL, P. Q., CANADA 


Since the provincial statutes of Quebec do 
not permit commitment to private sanatoria, 
it is often necessary to persuade patients that 
they require therapy and should enter hos- 
pital for this purpose. This is particularly 
true of those suffering from an episode of de- 
pression but also applies to some early and as 
yet relatively mild cases of schizophrenia. 
When the patient is informed that a member 
of his family is permitted and even encour- 
aged to accompany him to hospital and to re- 
main with him, his objections frequently fade 
and he leaves home relatively willingly. 

At the time admission is being arranged 
for the patient, the relative is selected and in- 
terviewed. He is briefed concerning his 
duties and responsibilities. He is informed, 
for example, that he must accompany the pa- 
tient to meals, that he must sleep on a cot in 
the patient’s room or, if so instructed, must 
remain awake at night and sleep during the 
day when the patient is occupied with psycho- 
therapy and other treatment measures. 

After the patient has been admitted, the 
relative is interviewed regularly and given 
full opportunity to ask questions concerning 
his role. He may be advised to encourage the 
patient to go for walks, to participate in oc- 
cupational therapy, and to do as much as pos- 
sible to entice him to take part in the recrea- 
tional program of the hospital. In those 
instances where the patient’s apprehension 
about being in hospital disappears rapidly, 
the relative may be permitted to go home 
after a few days; in other instances, however, 
the relative may remain with the patient 
throughout the course of his hospitalization. 

We have been impressed by the difference 
in family attitudes towards institutional 
treatment for psychiatric illness as manifested 
by relatives who have resided in the hospital 
as compared with those who have not done 
so. The frequently voiced fears about ill 
treatment, neglect, poor meals, and inade- 
quate nursing services are no longer ques- 
tions that must be dealt with by the psychi- 
atrist since there is no need for them to arise. 


831 


= 
a 
‘ 
ay 
«S98 
. 
{ 
= 
j 
= 


832 RELATIVE PARTICIPATION IN TREATMENT [May 


In addition, a greater understanding of the 
individual patient’s illness and an acceptance 
of mental disease as an illness in general be- 
come apparent in persons who have been sub- 
jected to what might be termed a short period 
of practical education in these matters. After 
all, it is the unknown that is frightening to 
most people. 

An important point relates to the members 
of the hospital staff. It is undoubtedly true 
that when they are aware of critical scrutiny 
by persons other than the patient population, 
there is a tendency for residents, nurses, and 
the housekeeping staff to show more care in 
the way they speak to patients and in their 
deportment in general than when this stimu- 
lus is not constantly present. Obviously the 
diatetic department is likewise stimulated to 
provide a menu that can withstand criticism 
and to make certain that the dining room 
service is efficient. 

The principal disadvantages of the scheme 
arise from the occasional errors made in the 
selection of relatives. Sometimes, for exam- 
ple (as in case D) a mother may believe that 
she is the proper person to accompany her 
daughter to hospital and the ambivalent atti- 
tude of the patient to the mother may not be 
fully recognized by the psychiatrist ; the true 
state of affairs invariably becomes apparent 
following admission, whereupon it is neces- 
sary to make more suitable arrangements. In 
addition it has been noted at times that the 
relative who volunteers for this duty may at- 
tempt to hide the fact that he himself has 
suffered from a fear of mental disease for 
many years but, in his desire to help the pa- 
tient, may temporarily persuade himself that 
he can overcome his apprehension about find- 
ing himself in a traumatic environment (as in 
case C). As soon as it becomes apparent that 
he is an unsatisfactory companion, his serv- 
ices must be dispensed with since the patient 
will not profit by his help. 

This scheme affords an excellent oppor- 
tunity for observing the relationships that 
exist between members of the family. One 
can obtain a penetrating glimpse into the 
psychopathology in the family constellation 
and can use this knowledge during the thera- 
peutic sessions that take place after the pa- 
tient has been discharged from hospital. 


The following brief case summaries fur- 
ther demonstrate the value of this scheme. 


Case A.—This 52-year-old married woman de- 
veloped hypomanic symptoms following a hyster- 
ectomy. She demonstrated euphoria, a demanding 
attitude, and the irritability so commonly seen in 
this state and at the same time refused to stay in 
the general hospital where the operation had been 
carried out and where treatment for her mental 
condition could have been provided. She insisted 
on going home but retained sufficient judgment to 
consent to go to the Sanatorium Prevost providing 
her husband could accompany her. When he was 
interviewed it became evident that he was of aver- 
age stability and that the marriage had been rela- 
tively free from conflict. He arranged to take 
2 weeks’ holiday in order to be with his wife. They 
stayed in the hospital only these 2 weeks during 
which he remained constantly with her, except when 
she was receiving modified insulin treatment and 
psychotherapy. At the end of this time her symp- 
toms had disappeared and she has remained well 
for over a year. 


Case B.—A 41-year-old woman was seen 2 weeks 
after the development of symptoms similar to those 
occurring on 2 previous occasions and indicating the 
presence of an acute depressed state. She was tear- 
ful and apprehensive lest she be placed in a mental 
hospital. As in case A, after the husband was 
interviewed and found to be a logical person to 
accompany his wife to hospital, this suggestion was 
made to her. Evincing some suspicion regarding 
the measure as she was afraid that there was some 
trickery involved, she grudgingly consented to be 
hospitalized. Her husband was able to arrange 
to carry on his professional activities while at the 
hospital so that he did not lose time from his work. 
She received modified insulin treatment and a few 
electroshock treatments. In addition she was given 
psychotherapy and following each interview would 
carry on the discussion with her husband who could 
be termed “a good listener.” After 24 weeks, her 
symptoms having disappeared, she was discharged 
to her home. Approximately 1 year later her symp- 
toms reappeared but her husband then recognized 
their significance and spent a great deal of time 
talking with her. 

The psychiatrist saw her on only one occasion 
for an hour interview. Aside from this and a mild 
sedative regime he appeared in the case only through 
the medium of the telephone. The patient’s symp- 
toms faded over a 2-week period without the 
necessity of any other therapy. 


Case C.—A 56-year-old professional man was 
brought to Montreal by his wife from their native 
country where psychiatric facilities were at a mini- 
mum. He was seen by a number of psychiatrists, 
all of whom recommended commitment to a mental 
hospital because of symptoms of an acute depressed 
state and because of his refusal to be treated since 
this would separate him from his wife. When she 
was absent he developed so much agitation that he 
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could not be controlled. His wife refused to have 
him committed to a mental hospital but they both 
consented to take advantage of the plan at the 
Sanatorium Prevost where they remained for 2 
months. He made a full recovery, returned to his 
own country, and has been carrying on satisfactorily 
at his profession for several months. 


Case D.—A 20-year-old white girl was admitted 
to the psychiatric ward of the Montreal General 
Hospital but became more and more disturbed since 
her mother was not permitted to visit her constantly. 
Since it was apparent that she was the subject of 
early schizophrenic symptoms and was urgently 
in need of treatment, arrangements were made for 
her mother to stay with her at the Sanatorium 
Prevost where she received insulin shock therapy. 
When almost immediately it became apparent that 
her attitude towards her mother was one of con- 
siderable ambivalence it was necessary to terminate 
the arrangements and to utilize special nurses. This, 
of course, fits in with some of the more recent 
psychological concepts in relation to schizophrenia. 


Case E.—This 45-year-old man had suffered from 
recurring bouts of anxiety and depression for ap- 
proximately 20 years. His wife seemed a satis- 
factory person to be with him at hospital where 
he was afraid to go alone. It soon became evident, 
however, that her insecurity with respect to her 
own mental health was so great that these fears 
and her consequent behavior constituted an unneces- 
sary concern to the patient. Since this was more 
readily recognized by him than by his wife, a con- 
siderable amount of diplomacy was required in order 
to terminate the arrangement and to develop a more 
satisfactory one. 


The above cases demonstrate both the ad- 
vantages and disadvantages of having the 
relative remain with the patient throughout 
the period of hospitalization. 


In many instances the relative resides in 
hospital for only a few days. The following 
cases are submitted to demonstrate the value 
of this limited stay. 


Case F.—This 33-year-old woman developed an 
acute depressed condition following the birth of her 
second child. Commitment to a mental hospital was 
considered, but the family hesitated to accept such 
a recommendation; the Sanatorium Prevost was 
acceptable. The husband was unable to accompany 
his wife and his income was so limited that special 
nurses were out of the question. A cousin in whom 
the patient had confidence agreed to go with her 
to hospital. Following 2 treatments with electro- 
shock the paticnt’s symptoms became less manifest 
and the cousin was able to return home. 

Case G.—A 45-year-old man, who for some years 
had indulged in periods of alcoholic excess, whose 
income did not permit the utilization of special 
nurses, but who required constant observation be- 
cause of his suicidal urges, was accompanied to 
hospital by his wife with whom he remained on 
good terms. After 2 days of treatment his acute 
symptoms had faded and he was content to remain 
in hospital alone for a longer period so that his 
wife was able to leave. 


SUMMARY 


This paper demonstrates the value of a 
rather simple plan whereby a selected relative 
accompanies a patient to a private voluntary 
psychiatric hospital. The advantages are eco- 
nomic, educational, and, in some instances, 
therapeutic. The only significant disadvan- 
tages arise from the improper choice of the 
participating family member. Brief case re- 
ports are included. 
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SOME OBSERVATIONS ON AMNESIA * 
WILDER PENFIELD, M.D.,2 Montreat, QuEBEC 


The founder of this lectureship, Menas 
Gregory, was a good psychiatrist who did 
not lose the common organic touch nor for- 
get the language of neurology. For years 
he worked in New York’s old Bellevue Psy- 
chopathic Pavilion, striving to rescue the 
forlorn men and women who drifted in there 
as though into an eddy of this great city’s 
vast life—the human wrecks of wrong think- 
ing, despair, and disease. 

The Armenian immigrant Krikorian be- 
came at last the American psychiatrist Greg- 
ory who, in spite of success, preferred to 
labor with the poor rather than to treat the 
rich. When the City of New York made a 
grant of millions to build its Psychopathic 
Hospital, it was in truth the realization of 
Gregory’s dream. 

On his death he endowed this lectureship 
for all time. But surely it was not to give 
immortality to the name of Gregory, although 
it will do that. It was, I suppose, to encour- 
age men from various disciplines to offer 
contributions to psychiatry. Perhaps you 
will accept from me some remarks on the 
neurological mechanism of amnesia. 

Amnesia, as it is so often described by 
culprits and by novelists, is no more than 
fiction. The memory records, that seem to be 
stored in the cortex of both temporal lobes 
under normal conditions, are relatively per- 
manent. Memory recall may become difficult 
as the result of brain disease or brain injury, 
or senescence. 


1 Notes from the Menas S. Gregory Lecture, 
New York University, December 10, 1953. 

2 From the Department of Neurology and Neuro- 
surgery, McGill University, and the Montreal Neu- 
rological Institute. 


A patient suffering from temporal lobe 
epilepsy may have true amnesia for all that 
happened during one of his minor attacks, 
although he did not appear to be unconscious 
in that attack. He moved about, perhaps 
fumbling and smacking his lips, confused and 
resistant to reason. Or, slightly confused, he 
might have carried out complicated activity 
which showed that he had not lost memory 
of past experience. 

Such attacks are called psychomotor sei- 
zures or temporal lobe automatisms. The 
automatism is produced by localized epilep- 
tic discharge in the inferior-mesial margin of 
the temporal lobe. We have reproduced it 
repeatedly, in conscious patients, by stimula- 
tion in the vicinity of the uncus and amygda- 
loid nucleus. Sclerosis (incisural sclerosis) 
of this portion of the temporal lobe is com- 
mon as the late result of birth compression 
of the head. 

It is apparent that this gray matter, in 
each temporal lobe, is in close functional 
relationship with the subcortical mechanism 
that lays down memory records in the cortex 
of the superior and lateral surfaces of the 
temporal lobes. Epileptic discharge in, or 
electrical interference with, that mechanism 
results in temporary loss of capacity to re- 
cord present experience. 

This produces epileptic automatism and 
results in true amnesia. Since the patient 
cannot record present experience he will be 
amnesic for that period. And since he can- 
not make this record he is unable, during the 
attack, to compare present experience with 
the past and thus is confused and not alto- 
gether open to reason. 
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SUPERVISION OF RESIDENTS IN PSYCHOTHERAPY: 
A COMPARISON OF THE PROBLEMS OF RESIDENTS 
IN PSYCHIATRY AND MEDICINE * 


CAPT. MORTON F. REISER, M.C., U.S.A.,2 ann MILTON ROSENBAUM, M.D.* 
CINCINNATI, OH10 


There is a continually increasing demand 
for psychiatrists to provide supervision in 
psychotherapy for medical residents being 
trained in the psychosomatic approach to 
medical problems(1, 2, 3). Not infrequently 
such supervision is initiated with sincere, mu- 
tual enthusiasm but later “bogs down,” to the 
dismay and disappointment of the supervis- 
ors and residents alike. While it is undoubt- 
edly true that many of the difficulties are a 
result of developing resistance to psychiatric 
concepts on the part of residents, it may be 
unwise to make this diagnosis too quickly, or 
to ascribe to it all the trouble which may be 
encountered. The tendency to evoke this 
ready and feasible explanation may lead to 
the oversight of other important factors that 
can be directly attacked and corrected rela- 
tively easily. 

For 5 years the authors participated in a 
psychosomatic teaching program for resi- 
dents in medicine at the College of Medicine, 
University of Cincinnati. This experimental 
program, carried out under the auspices of 
the Commonwealth Fund, included group 
and individual supervision of the residents’ 
work with both hospital and clinic patients. 
Obviously many difficulties were encountered 
and, as they arose, were carefully studied. 
Often in the course of review the residents 
themselves were consulted for their opinions 
as to the sources of trouble. Frequently it 
was possible to see in retrospect where mis- 


1 From the Departments of Psychiatry and Inter- 
nal Medicine, University of Cincinnati College of 
Medicine, and the Army Medical Service Graduate 
are Neuropsychiatry Division), Washington 
12, D. C. 

Read at the rogth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. This work was supported by a 
grant from the Commonwealth Fund. 

2 Army Medical Service Graduate School (Neu- 
ropsychiatry Division), Walter Reed Army Medi- 
cal Center, Washington, D. C. 

8 Professor of psychiatry, University of Cincin- 
nati, College of Medicine. 


takes had been made, on the basis of which 
supervisory procedures were changed in an 
attempt to correct past errors. From these 
experiences it became clear that many prob- 
lems could be traced back to certain distinct 
differences in the attitude toward supervision 
of the residents in medicine and the residents 
in psychiatry. The frame of reference, inter- 
ests, and goals of each of these two groups 
are quite different in many respects. Because 
of this, the use of teaching methods that are 
usually quite effective with psychiatric resi- 
dents may lead to disappointing results with 
the medical group. On the other hand, cer- 
tain modifications in teaching methods which 
take these factors into account may help to 
avoid difficulties and lead to more satisfac- 
tory results. 

The differences to be taken into account in 
comparing the residents of these 2 disciplines 
are related to such factors as: (1) the ulti- 
mate goals and expectations of the trainee; 
(2) his familiarity with psychiatric concepts, 
i.e., the extent of his background knowledge 
and current reading in psychiatry; (3) the 
kinds of teaching and learning techniques 
with which he is familiar and those best 
suited for his needs; (4) his motivation for 
becoming proficient in psychotherapy—how 
important the mastery of psychotherapeutic 
techniques is for the successful pursuit of his 
central professional interests ; (5) the nature 
of the clinical problems with which he must 
deal ; the difficulties, frustrations, and gratifi- 
cations involved; and the psychotherapeutic 
goals appropriate for the majority of his 
patients. 

Furthermore, the factors that tend to fa- 
cilitate or block empathy and identification 
between resident and supervisor are quite 
different in the two groups. 

Perhaps the contrast can be best illustrated 
by a thumbnail sketch of the trainee in medi- 
cine and his problems in relation to those 
characteristics in which he differs from the 
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resident in psychiatry. The medical resident 
wants to learn from the psychiatrist things 
that will be directly helpful and useful to him 
in dealing with medical problems, but he does 
not have any immediate reason to emulate 
him, or to identify with him, as does the resi- 
dent in psychiatry. Frequently he is relatively 
unfamiliar with psychiatric concepts and has 
little time for extensive reading in psychiatry 
and psychosomatic medicine. He is more ac- 
customed to bedside teaching—ward rounds 
and conferences built around discussion of 
problem cases brought into the amphitheater 
for demonstration. And he is relatively less 
familar with seminars that deal with more 
abstract concepts and in which disputed 
points are less frequently amenable to settle- 
ment by laboratory or physical examinations 
of the patient. Although he may be interested 
and even intrigued by psychodynamic theory 
and concepts of the participation of psycho- 
logic stress in the etiology of certain medical 
disorders, he is not apt to feel that the de- 
velopment of psychotherapeutic proficiency 
is a sine qua non for success in the practice 
of medicine. (In this he may find ample sup- 
port from many of his medical colleagues and 
teachers; and it should be recognized that 
such skills, although highly desirable, are not 
actually prerequisite to financial or profes- 
sional success in medical practice. ) 

It is generally agreed that patients with 
psychosomatic disorders and patients with 
chronic debilitating diseases frequently ex- 
hibit extremely deep, complicated, and diffi- 
cult problems in the sphere of personality and 
psychologic adjustment. The difficulties in 
attempting definitive and deep-going psycho- 
therapy with such patients are well known. 
Many of them, possibly the majority, are not 
appropriate candidates for this kind of psy- 
chotherapy. For those who are, it is correct 
for such treatment to be administered by a 
psychiatrist. The internist then must be pre- 
pared to deal with the larger group who need 
help, but with whom it is often quite frus- 
trating and difficult to deal. It is a group that 
offers little opportunity for the deep satis- 
factions that go with definitive and palpable 
basic improvement. 

Surely the atmosphere, methods, and con- 
tent of psychiatric supervision require some 
modification—mainly in emphasis and bal- 


ance—in order to meet effectively the needs 
of the medical residents. 


THE ATMOSPHERE OF SUPERVISION : 
VISOR—TRAINEE RELATIONSHIP 


SUPER- 


It is axiomatic that the capacity for mu- 
tual empathy is essential to effective com- 
munication in the teaching-learning process, 
and that identification plays a central and 
crucial role in education. Hence a considera- 
tion of the attributes desirable in the in- 
structor seems in order. It is of paramount 
importance that he evince a genuine, continu- 
ing curiosity and interest in the medical as- 
pects of the cases brought to supervision, and 
for several reasons. First, it should be re- 
membered that interest in the “whole person” 
includes his physiologic medical status as well 
as his psychologic problems. Second, placing 
the central focus of the case discussions upon 
the practical, immediate clinical problems fa- 
cilitates empathic understanding in the resi- 
dent, and orients the sessions to his central 
interests. Third, communication is established 
in an area familiar to the resident and thus 
facilitates interchange of ideas as the “dis- 
tance” between the supervisor and trainee is 
reduced. Fourth, occasional opportunity is 
provided for the resident to play an authori- 
tative role in the relationship. The narcissis- 
tic gratification so provided may he helpful 
in neutralizing some of the inevitable anxie- 
ties and feelings of inadequacy that accom- 
pany the approach to material that seems 
threatening and strange and sometimes al- 
most incomprehensible. 

This means that the psychiatrists selected 
as supervisors should have an active and 
broad curiosity regarding medical problems. 
It is not necessary that they be expert in that 
field, but they should take the time to make 
certain that this aspect is adequately under- 
stood, and that competent consultation is ob- 
tainable when needed. Individuals who have 
no real interest in medical problems should 
not be employed as supervisors, especially 
for work with beginning residents. With ad- 
vanced trainees who have developed an ac- 
tive interest in psychiatric problems per se 
such supervisors may be more effective. 

The instructor should be prepared to re- 
ceive less in the way of positive admiring 
“transference” attitudes in working with 
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medical residents since he does not, even in 
fantasy, represent the appropriate profes- 
sional ego ideal. Although this role may be 
his in teaching psychiatric residents, for the 
medical group, it is filled by someone on their 
own staff. Unless the supervisor recognizes 
this he may find less narcissistic gratification 
in his work with the medical residents, and 
without realizing it develop hostile counter- 
attitudes of condescension, depreciation, or 
impatience which will block effective work. 


METHODS AND CONTENT OF SUPERVISION 


In approaching this topic it may be worth- 
while to consider briefly some aspects of the 
role that identification may play in learning. 
Healthy and mature identification may be 
considered to consist for the most part in the 
students’ identifying with or emulating those 
aspects of the instructor’s working person- 
ality that will be of real and constructive 
value to him in the pursuit of his professional 
interests. The desire to do so is in part moti- 
vated by a realization or appreciation of the 
value of the teacher’s skills and attributes. It 
serves as a stimulus for active self-education. 
The instructor’s assets are in the process 
modified to fit with the student’s own person- 
ality and needs. It is clear that the resident 
in psychiatry will find more to emulate in the 
psychiatric supervisor, and will have more 
immediate motivation to do so, than will the 
resident in medicine. For example, the psy- 
chiatric resident will have an active interest 
in the supervisor’s skill in understanding and 
formulating psychodynamic-genetic patterns, 
in his interviewing technique, and in his fund 
of knowledge relating to basic theory and the 
psychiatric literature. The medical resident 
will be more selective in his interests, using 
as a criterion their practical utility for his 
own work. 

Three major points are to be made here. 
First, teaching methods that are familiar to 
the medical resident should be used insofar 
as practicable and the major emphasis should 
be placed upon seeing patients together, do- 
ing things together, and teaching by example, 
rather than upon discussion per se. Second, 
problems of immediate and practical import 
should occupy the foreground. Consideration 
of more abstract concepts and background 
theory should be allowed to evolve naturally 


from the more concrete problems, instead of 
receiving initial attention as points of de- 
parture for discussion. Third, development 
of understanding and skill in handling the 
doctor-patient relationship should be re- 
garded as the main and ultimate goal of 
supervision. This is the area in which a 
bridge between the practical and theoretical 
can be logically built, and where the internist 
can become most effective in his future 
endeavors. 

In the authors’ experience, large confer- 
ences and seminars in which patients are pre- 
sented in absentia are for the most part 
frustrating for the medical residents and dis- 
appointing to the supervisor. Individual su- 
pervision, smaller conferences and ward 
rounds, in which the patient is brought in for 
interview, have proved to be more effective 
and stimulating. In the clinic it is desirable 
for the psychiatrist to be available for “on- 
the-spot” consultations in which he can inter- 
view the patient with the resident. There is 
also a very practical reason for seeing the pa- 
tient. The case résumés presented by resi- 
dents who are relatively inexperienced in 
dealing with psychiatric problems are often 
confusing and misleading. Frequently, on di- 
rect contact with the patient, more accurate 
impressions and clinical diagnosis become 
possible. In instances of this sort, failure to 
see the patient might well lead to time spent 
in discussing irrelevant and tangential issues. 

In working with the psychiatrist, the resi- 
dent can see at first hand that he may acquire 
from him skills that will actually improve his 
effectiveness with patients. For example, in 
the supervisor’s interview, certain important 
and relevant points in the medical history 
that had previously been overlooked, blocked, 
or withheld may emerge. When the resident 
attends an interview in which a fact such as a 
history of tuberculosis in a parent, or a pre- 
vious head injury, or past venereal infection, 
is brought out, he may see more reason for 
studying carefully the supervisor’s methods. 
Or, seeing a distraught, anxious, and unco- 
operative patient calm down in response to a 
talk with the psychiatrist may evoke curiosity 
as to the rationale for the remarks made to 
the patient, as well as for the tone of voice 
and manner in which they were made. These 
are things he would like to do—skills he 
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would like to have; they bear promise of be- 
ing helpful in the practice of medicine. 

Starting, then, with immediate practical is- 
sues such as problems in history-taking, clini- 
cal diagnosis, attempting to understand irra- 
tional reactions to illness, dealing with pa- 
tients who wish to sign out or refuse neces- 
sary surgical procedures leads quite naturaliy 
to an interest in psychologic phenomena and 
to discussions of the psychodynamics of in- 
dividual cases, and finally to an interest in the 
principles of understanding human behavior. 

Supervision should, of course, always be 
flexible. The appropriate time for serious 
consideration of psychodynamic theory will 
depend largely upon the individual case. 
Some residents will show more interest and 
aptitude than others. In dealing with this 
material, it is probably wise to continue to 
use actual episodes and events with patients 
as the starting point. Dynamics and genetics 
are often best understood in relation to the 
doctor-patient relationship, and it is useful 
to point out how their understanding can be 
applied to augment the effects of the medical 
procedures. The following case is an excellent 
example of this. 


A young woman with thyrotoxicosis had twice 
previously refused operation and had signed out of 
the hospital. From a study of her life history it 
became apparent that one of her central character 
defenses had been to gain dependent security through 
the device of doing things for and taking care of 
others. It seemed clear that the enforced passivity 
of the preoperative regime of absolute rest had 
evoked in her excessive guilt and anxiety. It was 
suggested that during the preoperative hospitaliza- 
tion she be allowed out of bed and, further, that she 
be encouraged to help in tidying the ward and in 
ministering to the comfort of the other patients. 
Under this regime she adjusted well, responded to 
the preoperative medication, and accepted surgery 
from which she made an uneventful recovery. In 
this instance, discussion of the details of the patient’s 
personality and its development followed quite 
easily, and there was also opportunity to review the 
literature pertaining to the possible role of emo- 
tional stress in the etiology and precipitation of 
thyrotoxicosis. 


This experience illustrates another point— 
the importance of emphasizing the concept of 
setting limited goals. The goal of helping this 
patient to accept treatment was practical, at- 
tainable, and within the scope of the intern- 
ist. The experience, needless to say, was 
gratifying. It is important that this concept 
be emphasized lest undue frustration and dis- 


couragement develop as the result of unreal- 
istic expectations. This topic has been dis- 
cussed at greater length elsewhere(4), and 
will not be further expanded here. A con- 
siderable amount of attention, too, should be 
devoted to acquainting the resident with the 
proper use of skilled professional people in 
such related fields as social work, occupa- 
tional treatment, nursing, clinical psychology, 
etc., and with the opportunities provided by 
community resources in the care of the ill. 


DISCUSSION 


In a sense, much of the discussion so far 
has centered about the task of preparing the 
medical resident for those aspects of super- 
vision of psychotherapy with which most of 
us are familiar—dealing with transference 
and countertransference. If, as we believe, 
it is in the area of the doctor-patient relation- 
ship that the internist can function most ef- 
fectively, this phase of supervision must not 
be neglected. It is at this point that the prob- 
lem of resistance comes up for reconsidera- 
tion. The methods for dealing actively with 
transference and countertransference phe- 
nomena are much the same for the two 
groups. The main point is that the resident 
in medicine must be handled differently. Re- 
sistance is a defense against anxiety, hence 
working through it is necessarily an uncom- 
fortable and psychologically painful experi- 
ence. To do so, the individual must be well 
motivated ; he must be willing to undergo dis- 
comfort for some useful end. The resident 
in psychiatry has already committed himself 
to the task of learning psychotherapeutic pro- 
cedure, and has already identified himself 
with psychiatrists. He is initially in a better 
position to form a trusting, secure relation- 
ship with the supervisor. The reassurance 
and support necessary for arriving at a real 
understanding of the therapeutic interaction 
between doctor and patient can be effected 
only when the supervisor-student relationship 
is itself in proper order. The psychiatric resi- 
dent soon realizes that he must tackle the 
difficulties or abandon his plans to pursue 
psychiatry as a specialty. The resident in 
medicine, on the other hand, is often uncer- 
tain and sometimes even distrustful of the 
psychiatrist—he may not form a secure and 
trusting relationship easily. Further, he often 
feels that he can reject the whole project 
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without in any way jeopardizing his chances 
for a successful career in internal medicine. 
The modifications of procedure we have 
proposed (and undoubtedly others could be 
added) may serve to obviate some of these 
differences. By taking these factors into ac- 
count, realistic motivation may be generated 
in the medical resident and the development 
of a workable supervisor-resident relation- 
ship facilitated. When this is accomplished 
the stage is set for more effective supervision, 
and a continuing experience that is reward- 
ing to both the resident and the supervisor. 
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ETERNAL LIFE AND SELF-DEFINITION AMONG THE 
AIVILIK ESKIMOS? 


EDMUND S. CARPENTER, Pu. D., Toronto, CANADA 


Time has been said to be the great problem 
for philosophers ; nor is it otherwise with the 
silent believers. How, and with what, does 
man fill time? How, and how far, does he 
pass out of time? Apostates are those who 
have abandoned the problem ; saints are those 
who have solved it. Their solution, the solu- 
tion to the problem of eternity, is, in effect, 
theology. 

The Aivilik Eskimos have remained faith- 
ful to the problem, refusing to give it up. 
They have sought the meaning of life in the 
problem of time, and the answer to both in 
the nature of man and the definition of life. 

Their theology does not distinguish be- 
tween the two systems of metaphysics which 
in Western thought govern separately illu- 
sion and reality. In their daily lives these 
are bound together by a thousand crossing 
strands and threads. But they clearly dis- 
tinguish between “self” and that which is 
“other-than-self” ; it is from this distinction 
that their unique concepts of subjective and 
objective derive. 

The Aivilik’s view of self appears to be as 
clearly demarcated as ours, but is remarkably 
different, and its precise limits often vary 
according to different situations. At times 
it is open at the back, as it were, and over- 
flows into spheres external to the body both 
in time and space ; it embodies in experience 
events which, remembered and related in the 
clear light of day, ought actually to have 
remained hidden in the imagination. 

But then, just what do we mean by “ac- 
tually”? The Aivilik assert that man’s ego 
is not a thing imprisoned in itself, sternly 
shut up in boundaries of flesh and time. 
They say many of the elements which make 
it up belong to a world before it and outside 
it, while the notion that each person knows 


1 Published by permission of the Secretary of the 
Arctic Institute of North America. Field work was 
financed by the Arctic Institute of North America 
and the University of Toronto. In a forthcoming 
book, Time and Space in a Primitive Society, 1 
discuss at greater length the temporal and spatial 
orientation of the Aivilik. 
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but one life and can know no other is con- 
trary, they maintain, to everyday experience. 
It is significant that, among these people, 
what belongs to consciousness generally is 
thought to constitute the self. 

The nature of human life is not clearly 
defined by Aivilik thinkers, except on two or 
three points. Beliefs are uncodified, hardly 
precise enough to be called doctrines, and it 
is difficult to outline what the individual 
Aivilik considers the history and destiny of 
his own soul to be, and what relationship his 
present life has to that long career through 
eternity. However, the following appear to 
be the outstanding features: 

Tungnik, described as representing some- 
thing close to our notion of the human soul, 
is the dominant spiritual element in man. 
Immortal, it is periodically embodied in the 
flesh at the baptismal. Thus, an infant does 
not become an individual until he is named, 
for though the body, teme, and the mind, 
ishuma, are present, until the tungnik ap- 
pears, life is not thought to be complete. 
Once tungnik has taken possession of the 
body, it does not become localized in any 
particular part of the individual, but “like 
blood, is everywhere.” Tungnik can leave 
its corporeal home during life, usually at 
night, and engage in adventures in other 
estates. All Aivilik agree that at death it 
permanently separates from the body. Be- 
yond this, opinion differs, for tradition does 
not specifically state where all ghosts reside 
during intervals between their earthly lives. 

There are those who identify tungnik with 
a person’s formal name. Hence, shortly after 
the birth of a child, an elder may say aloud 
before all present, “Spirit of [deceased rela- 
tive or friend] be with us now. Enter the 
body of this child.” Individuals are then 
addressed by the kinship term assigned to 
them in their earlier lives, and are expected 
to live up to reputations formerly enjoyed. 
One sometimes hears individuals reminiscing 
about preratal experiences; others talk of 
rebirth: “One cannot get you in this life but 
one will be revenged later.” 
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It sometimes happens that two children 
born into isolated families about the same 
time may be named after the same individual. 
It then becomes a problem to determine 
which body the known spirit actually entered. 
To cite an example, both Ooquorluk, born at 
Povungnetuk, and Evalooaryuk, born a year 
later at Lyon’s Inlet, were named after 
Kahyukyuk, a deceased hunter whose ex- 
ploits still figure in the legends of the North. 
For years now Ooquorluk and Evalooaryuk 
have engaged in friendly competition—foot 
races, wrestling—to determine “who is the 
real Kahyuk.” 

Aivilik take new names when they are old, 
sick, or beset by misfortune. When Tomah 
suffered a series of severe misfortunes, he 
accepted another name. This was done at a 
“gift-scramble” held in his honor. His father 
placed about two dozen small family posses- 
sions in a caribou skin, stepped outside the 
igloo, and, casting them to the assembled 
members of the camp, announced Tomah’s 
new name. Tomah tested his new powers 
the next day by entering, and winning, a 
specially arranged dog sled race. Thus it is 
possible for an Aivilik to change, in a sense, 
his very identity. 

Others deny baptismal reincarnation, and 
hold that the deceased person’s spirit merely 
looks after its namesake, guiding it through 
life and speaking directly to it should the 
namesake be an angakok or shaman. A man 
may have several names, each serving as a 
spirit helper. The principal one is usually ac- 
quired along patrilineal lines, but others may 
come from either side or from friends. There 
is a certain mystery in these names. Most 
Aivilik recall the case of a hunter at sea who 
noticed that he was being followed by a great 
bird. He paddled as fast as he could, but the 
bird kept pace. Then the frightened man 
called upon his sacred name and soon outdis- 
tanced the bird. The majority of Aivilik feel, 
I think, that the tungnik somehow resides in 
these names, but they never clearly state the 
case. 

Christian theology does not seem to have 
clarified the problem, for some converts now 
hold that at death a tungnik has three 
choices: to roam this world as either a be- 
nevolent or malevolent power as long as 
acquaintanchs worthy of aid or vengeance re- 


main ; to go beneath the sea and there be tor- 
mented eternally by the goddess Sumna; or 
to remain forever in the company of the good 
and the saved in the nonterrestrial, eternal, 
and heavenly City of God. But the question 
is essentially irrelevant, for in spite of a gloss 
of Christian dogma, the natives remain un- 
der the thrall of pagan beliefs. They continue 
to believe that at death the soul merely va- 
cates its temporary home and then waits to 
re-enter another. Its fate is of no concern to 
its owner since continuity of life’s journey is 
guaranteed. Until missionaries came, Aivilik 
theology contained no theme of soul jeopardy 
or retributive judgment, and therefore no 
religious observances for soul salvation. 
Even today the natives remain uninterested 
in thoughts of after-life or ultimate destiny. 
Cessation of the heart beat remains but part 
of the cycle of life and death where, sooner 
or later, the body disappears as an entity, and 
the soul re-enters the cycle. The why of all 
this does not concern the Aivilik ; they claim 
no transcendent ability to understand it. 

They merely assert that death is not an 
end, but a beginning—a beginning of a new 
phase in a never-ending cycle. They meet the 
problem of death by denying the problem 
itself. I suspect they fear, in the secret 
depths of their hearts, the finality of death 
and that their philosophy is more a denial of 
a reality emotionally felt than a conviction 
carrying full relief. Nevertheless, they main- 
tain that they can run all risks, squander their 
lives, and scatter their possessions, because 
they are immortal. They know that there is 
life beyond death, beyond the corruption of 
the body—beyond every evidence of the dis- 
appearance of the body scattered amidst na- 
ture and the seasons. 

For life, they say, is superior to time. It 
cannot vanish, because death like birth, is an 
event in time, and life is above time. This 
vivid beliei—even if it remains unformu- 
lated, a silent assumption—is the very es- 
sence of Aivilik philosophy. It is a convic- 
tion so strong and so unshakable as to deny 
and defy the fact of death. Death is never 
an inevitability, obedient to natural laws. It 
is the work of a witch or deity and hence 
dependent upon individual and fortuitous 
causes. A concept of death, as something 
that conforins to unalterable natural laws, the 
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Aivilik never recognize. Nor do they rec- 
ognize it as an ultimate end, as the final stop 
in the journey of life. The entire concept of 
man as mortal, by his nature and essence, is 
alien to them. Just as deities and animals are 
not imprisoned in time, so human life knows 
no temporal walls. 

The Aivilik feel that death is not a hard, 
unbearable fact. It is like sleep; in both 
cases the body reawakens. When confront- 
ing death, they clearly reveal this feeling. If 
they cannot cast derision upon the superses- 
sion of breath, they meet it not with anything 
that can ordinarily be called fear, certainly 
not with any kind of hope. They are exas- 
perated. They are, in the full sense of both 
words, desperately angry. For death, the 
destruction of life, is not so much a thing to 
be feared as it is first of all a thing incompre- 
hensible, impossible, an offence, a scandal. 
Not-to-be is nonsense for the Aivilik. This 
is so true that though they meet death at 
every turn, although they see their relatives 
die, although they attend their burial, still the 
most difficult thing for them to believe in is 
the reality of death. They see death ; they do 
not believe in it. They regard it as only an 
episode, an episode on the road of the im- 
mortal life of man. 

Nor do they doubt, at least openly, that 
they have lived before and will live again. At 
death, for instance, any display of fear is 
literally unforgivable. I recall one occasion 
when I was summoned to say goodbye to the 
dying Kowyeeshak, young Okomiut wife of 
Natakok and mother of two. With impassive 
faces, each member of the camp indifferently 
shook her limp hand. But she suddenly 
roused herself and cried out against her 
family, recounting their sins and arguing bit- 
terly that it was they, not she, who should be 
taken. Her husband was disgusted. He repri- 
manded her, and then Ohnainewk, head-man 
of the camp, silenced her with a cutting re- 
buke. As I stepped outside the tent, a relative 
began to chant a death song which begins, 
“Say, tell me now, was life so nice on 
earth ?” ? 

Such an outburst, Ohnainewk volunteered, 
was a shameful exception, and it certainly 
differed markedly from other deaths that I 


?T follow here a free translation by Father Roger 
Buliard, O. M. I. 


witnessed. Here the natives meet the final 
passage of this life’s voyage with calm resig- 
nation. Usually the sick person lies shivering 
in a corner, exhausted and coughing. His 
family and neighbors enter and leave the tent, 
from all outward appearances completely in- 
different to his suffering. They seem to sup- 
press not only an awareness of death, but the 
entire sense of tragedy. Unnoticed, his re- 
quests ignored, his questions unanswered, the 
sick man lies in silence, a stoic fatalist re- 
signed to dying, awaiting his end, hoping 
and fearing nothing. Finally it is over. “The 
breath has gone. It is over.” The entire 
camp soon assembles in the tent, and a low 
wailing of Christian hymns begins. After 
they leave, some to fashion a cross or prepare 
the grave, but most to go about their labors, a 
lone relative remains behind to chant the old 
songs. It is characteristic of these songs that 
they take a resigned, even light, attitude to- 
ward death. I recorded only one which re- 
vealed any suggestion of fear or rebellion: 
Who comes? 
Is it the hound of the dawn approaching? 


Away, 
Or I will harness you to my team. 


Such exceptions occur. Generally, how- 
ever, it is not death that is feared, but the 
ghosts of the dead who may bring dire calam- 
ity on the heads of the living. So the body is 
quickly buried, usually within a few hours 
after death. Mittens and boots worn by those 
who carry it to the grave are discarded, and 
sundry taboos, their number dependent upon 
each individual’s relation to the deceased 
(and degree of acculturation), are observed 
for several days following the funeral. It is 
especially forbidden, for example, to use any 
edged instrument, such as a knife or needle, 
for the spirit still hovers about and might 
suffer injury. Such taboos are designed not 
to help the deceased in his spiritual travels, 
but to protect the living. In the case of 
Catholic converts who die with the priest be- 
side them, viaticum and extreme unction are 
administered, but in all other cases no rites 
exist to ensure the appropriate state of the 
deceased after death or to give him the final 
spiritual easing-out of life. 

Although white influence has done little 
to shake the Aivilik’s faith in the immortality 
of the human soul, in one sense Christian 
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theology has disturbed them. Rather than 
being reassured, Ohnainewk was puzzled by 
missionary efforts to present irrefutable 
proof of something he had no more ques- 
tioned than the coming of tomorrow or the 
changing of the seasons. He saw no need to 
argue the point, for to his mind, the burden 
of proof had always lain on the opposite side. 
If anything was in need of proof it was not 
the fact of immortality, but the fact of death. 
And his entire belief system would never 
admit these proofs. It denied the very possi- 
bility of death. The dominant theme of his 
whole mythology was a constant and ob- 
stinate negation of the phenomenon of death. 
In the language of allegory and metaphor it 
affirmed life after death, the immortality of 
the spirit, the possibility of communion be- 
tween living and dead. It gave sense to life 
and solved the contradictions and conflicts 
with the transience of human existence on 
earth. 

But the missionary had unknowingly 
hinted at the subtle but significant difference 
separating these two philosophies. Ohnai- 
newk sensed this difference and sought my 
assurance. I admitted that there were many 
white men who regarded death as the great 
darkness and silence from which none re- 
turned, and who believed that only by realis- 
tically admitting the fact of death could one 
realize the fullness of life. Exasperated, 
openly contemptuous of my presence, he 
turned away. But again and again during the 
forthcoming months it was he who raised 
the question, insisting that the dead live. 
Didn’t the white man believe in communica- 
tion with the spirits of the dead? Had not 
the white man heard voices not of the living? 
Seeds of doubt had been scattered and were 
taking root in his mind. 

Missionaries have also taught him that the 
true home of man’s immortal soul is else- 
where and that his life is, rightly regarded, a 
preparation and training for the next. This 
new time perspective, with its external focus 
for the life pattern, promises him, if he treats 
the present as a prelude to eternity, an early 
translation to that eternity at death. The 
Cathoilc priest guarantees as well the resur- 


rection of the physical body and depicts its 
future home in vague but glowing terms. 
And finally the Oblate father insists that the 
familiar world of things, including human 
bodies, moving about in space and changing 
in time, with someday be transformed. He 
speaks of the Last Day and the Second Com- 
ing of Christ as events marking the termina- 
tion of the earthly order with the reappear- 
ance of the Crucified One not as Redeemer 
but Judge. 

Thus we see that the doctrine of reincarna- 
tion on the one hand and of resurrection on 
the other is the chief difference between these 
two religions. To Aivilik adherents of rein- 
carnation, this present life is not the first and 
last ; it is but one of an infinite series, with- 
out absolute beginning or end. Opposed to 
this is the view of the Oblate father who re- 
jects reincarnation and admits two lives only, 
one here in the natural body and one here- 
after in the body of the resurrection. In this 
latter doctrine, the first or present life de- 
termines forever the character of the second 
or future, and the same body serves in both. 
No longer is the soul offered a series of new 
lives like the succession of seasons. Now it is 
promised eternity in a heavenly home. No 
longer are the Aivilik confronted with an 
endless series of reincarnations—new suffer- 
ings ceaselessly assumed, new trials, new 
pain—but deliverance from time. Time con- 
tinues always to be time, but the Aivilik are 
told that they can pass out of time, escape the 
cycle and find eternal rest and happiness. 

In all this the natives find only confused 
corroboration of cyclic reincarnation. The 
more subtle distinctions either escape them or 
are dismissed. I do not believe that Aivilik 
converts really understand Christianity’s key 
point—the Divine Redeemer—for, not ad- 
mitting death, they need no culture-hero to 
conquer it. Nor do they understand how 
this momentous conquest could be effected by 
charity and sufferance. But on the important 
issue of immortality both religions are at 
one. In August of 1950 I heard the lay cate- 
chist, Kidlapik, chant the Christian liturgy 
before the body of the deceased Kowyeeshak : 
“Life is changed. Life is not taken away.” 
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AN INVESTIGATION OF CARBON DIOXIDE AS AN ADJUNCT TO 
PSYCHOTHERAPY IN SOME NEUROSES* 


EUGENE A. HARGROVE, M.D., A. E. BENNETT, M.D., ano MARION STEELE, M.D. 
BERKELEY, CALir. 


From the time Meduna advocated carbon 
dioxide as a treatment for emotional dis- 
orders, many able workers have investigated 
either Meduna’s(1) technique or a modified 
one found to be suitable in their hands. A 
number of workers have made observations 
and comments on one particular issue: Is 
the use of carbon dioxide as an adjunct in 
psychotherapy of real value? 

The literature of the past 5 years shows 
investigators divided in their opinions. Free- 
man(2) is perhaps the most complete in 
recording his observations ; he reviewed the 
theories of cortical inhibition and reverbera- 
ting circuits that have been used to explain 
the rationale of carbon dioxide therapy. 
Freeman was critical of the one-sided physi- 
ologic attempt to account for therapeutic 
changes and the neglect of psychologic in- 
fluences of the treatment procedure. Milli- 
gan(3) found carbon dioxide efficacious in 
combination with a free association tech- 
nique, and described as an example the suc- 
cessful treatment of a severely hypochon- 
driacal patient. Smith(4) reported that 21 of 
his patients, followed from 6 to 24 months, 
received no appreciable help; he therefore 
considered the procedure of limited value. 
Moriarty(5) found that carbon dioxide as 
an adjunct to psychotherapy facilitated trans- 
ference, quickly uncovered repressed mem- 
ories, and exposed infantile trends. These 
and other conflicting reports led us to rein- 
vestigate carbon dioxide therapy for a second 
trial period. We had previously used it with- 
out a control study for 18 months in 1946-47. 

In 1951 we devised a comparative study 
of treatment in 100 patients suffering from 
anxiety or neurotic depressive symptoms. 


1Read at the 1ooth annual meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953. 

From the departments of psychiatry, Herrick 
Memorial Hospital and the A. E. Bennett Neuro- 
psychiatric Research Foundation, Berkeley, and 
the University of, California School of Medicine, 
San Francisco, Culifornia. 
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Fifty received carbon dioxide and psycho- 
therapy during an 18-month trial period, 
whereas a control group of 50 received psy- 
chotherapy alone. This paper reports our ob- 
servations of the two treatment procedures. 

Material_—All patients were initially seen 
for diagnostic evaluation. Only those whose 
predominating symptoms were anxiety or 
depression were studied, including patients 
with underlying character disorders, if their 
way of reacting was principally by anxiety or 
depression. Psychotic depression was ex- 
cluded. Otherwise, both groups were un- 
selected. The first 50 patients were treated 
by psychotherapy alone in a total of 631 
sessions, while an additional 50 patients re- 
ceived more than 1,000 carbon dioxide treat- 
ments combined with psychotherapy. 

Technique.—The application of carbon di- 
oxide in the one group followed with some 
variation the technique of Meduna. The 
treatments, given in an outpatient depart- 
ment of a general hospital, were explained 
to each patient prior to use. After putting 
the patient to bed, a nurse or physician ad- 
ministered a mixture of gas consisting of 
70% oxygen and 30% carbon dioxide. In 
some patients the inhalations produced panic 
of such proportion that a small amount of 
24% sodium pentothal was given intrave- 
nously prior to the inhalations in order to allay 
panic but not to produce unconsciousness. 
At the first treatment the patient usually re- 
ceived 15 inhalations; in subsequent treat- 
ments, generally given once or twice a week, 
inhalations were increased until the patient 
became unconscious. 

After regaining consciousness most pa- 
tients abreacted, during which time the phys- 
ician remained with the patient for psycho- 
therapy of 30 to 50 minutes’ duration. Since 
much unconscious material precipitously 
came to light the therapist had to be prepared 
to deal with involved transference and resist- 
ances. 

In the control group, which received only 
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psychotherapy once or twice a week, our 
technique in managing depression and anxi- 
ety was to focus attention on current prob- 
lems and on the dynamic factors behind the 
symptoms. In the main the therapist was per- 
missive, nondirective, and uncritical, thereby 
affording reassurance. 

Observations.—Patients lost consciousness 
while inhaling the carbon dioxide—oxygen 
mixture. During treatment, as the inhalations 
increased, various neurologic signs appeared 
in distinguishable phases and followed a 
definite regressive sequence corresponding 
to the phyletic layers of the brain. When 
carbon dioxide inhalations were finished 
there was a rapid resynthesis of the neuraxis. 

The abreactions which followed were of 
considerable interest and ii. portance. With 
hardly an exception these associations were 
characterized, depending on the individual 
patient, by explosive expressions of marked 
hostility, sensuality, fear, or dependence. We 
initially thought the abreactions resulted from 
some special or specific physiologic influences 
of the carbon dioxide mixture. However, 
they differed little from the reactions follow- 
ing narcoanalysis or nonconvulsive electro- 
stimulation. We now believe these abreac- 
tions represented the patients’ feelings for 
the actual treatment situation. 

A number of patients early in the proce- 
dure expressed such fierce, thinly disguised 
hostility toward the therapist that they were 
unable to tolerate the anxiety or guilt and 
terminated treatment. 

One patient, a 22-year-old man, awakened from 
his treatment fighting and struggling. He shouted, 
“T hate that doctor! I hate that doctor!” He then 
related in vehement fashion his feeling against the 
family doctor, who he felt was responsible for his 
younger sister’s death. The patient went on to 
say, “I wanted to kill that doctor. I thought of 
the different ways I could do it. I even went to 
Tijuana to ask how much this Murder Incorporated 
would cost to kill the doctor. There are times now 
when I go to a hospital or rest home and I get the 
feeling of kill and hate and I always think of the 
doctor and his treat: t of my sister. One night 
I was in a bar. I stat.ed thinking about my sister 
and the more I thought of her the more I thought 
I wanted to do something to that doctor for the pain 
he had made her go through.” This patient was un- 
able to accept these hostile feelings and terminated 
therapy. 

Another, a 28-year-old Negro wornan, also suf- 
fering from anxiety, awoke from her treatment 
screaming, “Son-of-a-bitch doctors. Most of them 
are not interested in you. Most of them are just 


Cadillac specialists.” She went on to relate her 
resentment whenever she had been forced to do 
things against her will or was included in a situa- 
tion which she had no part in planning. Before 
the therapeutic session ended the patient began to 
apologize profusely for her statements and said she 
could not understand how she would say such a 
thing, that she was unaware of such feelings. She 
did not return for further treatment. 

A 35-year-old businessman requested treatment 
after reading about carbon dioxide therapy in a 
current magazine. His chief complaints were de- 
pression which followed his frustrating relation- 
ship with his wife and anxiety while at work. 
Throughout treatment, this man attempted to main- 
tain consciousness. Even though the therapist al- 
lowed him almost a full hour following the inhala- 
tions he refused to talk, saying, “I am not crazy. 
There is nothing wrong with my mind.” He re- 
mained in therapy until the 25th hour and then 
refused further treatments, saying “I cannot see 
that they have helped me in the slightest way. 
Furthermore, you have tried to get me to talk ever 
since I started taking them so now I am going to 
tell you.” At this point, he began a hostile tirade 
against his wife, co-workers and the therapist ; his 
anger was most apparent. After this interview, he 
never returned. 


On the other hand, there were patients 
who were able to ventilate their hostilities 
quite freely and with no apparent increase in 
their guilt or anxiety. Time after time during 
treatment they vented large quantities of hos- 
tility against parents, parent surrogates, and 
therapist. They used treatment as license to 
do this. However, their symptoms were not 
relieved and they were not able to integrate 
the experience into their defense mechanisms. 

In still other patients treatment became 
highly sexualized. There were a number of 
panic reactions in males with unconscious 
passive homosexual feelings. One 30-year- 
old man dreamed during the carbon dioxide 
therapy that he was a woman and was mens- 
truating. He awoke in panic. His anxiety 
subsequently becarne so high that he began 
drinking and went on an alcoholic bout. Sev- 
eral days later, he was returned to the hos- 
pital suffering from alcoholic hallucinosis. 
Other patients, both men and women, seemed 
to find gratification of their sexual needs in 
treatment. 

A woman of 30 with symptoms of depression 
repeatedly asked for more treatments per week. 
During the treatment she would flex and abduct 
her thighs and squeal as though being tickled. Her 
movements resembled sexual orgasm. On awaken- 
ing, she repeatedly said she was unable to remem- 


ber any part of the “reatment. Blocking occurred 
time and again during therapy and it was very 
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difficult to get productions of any sort from her. 
Only after the carbon dioxide procedure was ter- 
minated and the patient seen in straight psycho- 
therapy was she able to discuss her problems. 

Similarly, a 45-year-old woman during the inha- 
lation of carbon dioxide went through much the 
same activity of flexing and abducting her thighs. 
Immediately upon awakening she had repeated as- 
sociations to a rape experience that had occurred 
some years before. 

One 35-year-old male patient who had uncon- 
scious homosexual tendencies would, while regain- 
ing consciousness, remove his clothing, expose his 
naked body and attempt to fondle or grasp the 
therapist. Following treatment he experienced heavy 
sweating and fatigue, effects which he associated to 
sexual intercourse. 


Many patients expressed profound fear 
during and following the administration of 
carbon dioxide. A number of these termi- 
nated therapy or requested a different type of 
help. Some patients, however, despite their 
great fears, returned for therapy and even 
asked for an increased number. 


A man of 32 became panic stricken but returned 
time and again for treatment. His recurring asso- 
ciations to treatment were: “When I was 4, I had 
an intestinal obstruction. My father, a doctor, got 
a very fine surgeon who operated unsuccessfully on 
me 3 times in one week. Our family doctor was 
called in. He operated again but told my parents 
there was one chance in a thousand I would live. 
While I was convalescing an intern, orderly, and 
nurse pumped my stomach. They were not careful 
and cut my mouth with a clamp. I was upset about 
this and still am when I think about it. Then I got 
ringworm from a cat and had to go to x-ray. They 
burned my head. I wonder if my brain was dam- 
aged.” Even after 100 sessions with carbon dioxide 
the patient still kept repeating this association. He 
could recollect the old, repressed memories, but was 
unable to integrate them into his present adjustment, 
and his symptoms continued to punish him. Actually, 
he used treatment for additional punishment. 


With ordinary psychotherapy in treating 
the control group of patients with anxiety or 
depression, we observed less explosive ma- 
terial. Associations mainly concerned cur- 
rent problems and intercurrent resistances. 
Feelings of dependence, hostility, or seduc- 
tion toward therapist or treatment situation, 
although present, were not so intense. 

For example, a 25-year-old woman came in com- 
plaining of a nameless fear, anxiety, shortness of 
breath, palpitation, and fear of harming her chil- 
dren. Her 2 infants, 15 months apart, were difficult 
for her to manage and she felt increasingly in- 
adequate as a mother. Her hushand’s seeming in- 
difference and critical attitude agj;ravated these 
feelings. During therapy she was able to express 
appropriately and by degrees her hostile feelings 


toward her husband and the children. After 15 
interviews, she had some understanding of these 
feelings and was able to accept and integrate them 
into her present situation. Her symptoms over this 
period had diminished ; eventually they disappeared. 


RESULTS 


In the evaluation of results the patients 
were classified in 3 groups: no change; im- 
proved (work capacity regained but retaining 
some symptoms) ; socially recovered (return 
to normal efficiency without symptoms). 

Two-thirds of the patients treated with 
carbon dioxide showed no change; one-third 
had improved; none could be classified as 
having recovered socially. In the control 
group treated with psychotherapy alone, 
three-fourths showed improvement or social 
recovery while only one-fourth showed no 
change. It was also noted that patients 
treated with psychotherapy alone showed im- 
provement on fewer treatments. In our study 
17 of the 50 patients given carbon dioxide 
treatments discontinued therapy of their own 
volition without first discussing the decision 
with the physician. In contrast, only 4 pa- 
tients in the control group discontinued treat- 
ment of their own volition. 

Table I compares patients on carbon di- 
oxide therapy with those on psychotherapy 
alone. 


TABLE 1 
RESULTS OF TREATMENT WITH Co: AND 
PsyCHOTHERAPY 
62 
Modified Cos 
Technique ..... 33 17 oO 20+ 50 
Control: Straight 
Psychotherapy .. 10 26 14 13 50 


DISCUSSION 


Analysis of results showed that in our 
hands treatment of patients with anxiety and 
neurotic depression by carbon dioxide gave 
poorer results than did psychotherapy alone. 
This was evident although psychotherapy 
was used in both groups. In a previous 
study(6) we used subconvulsive stimulation 
as an adjunct to psychotherapy in treating 


anxiety and depression ard encountered this 


same discrepancy in results: more patients 
improved on psychotherapy alone than on the 


; 
if 
| 
: 
; 
an 
i 
4 
4 
oak, 
4 
4 


1954] E. A. HARGROVE, A. E. BENNETT AND M. STEELE 847 


combined treatment. In both the present and 
previous studies, we believe the mechanisms 
of the somatic treatment—putting patient to 
bed, using a mask for inhalation, and holding 
patient while he struggles—had profound 
psychologic impacts and accounted for the 
variation in results. This approach created 
difficult therapeutic problems by precipitously 
liberating unconscious dynamic forces. 

The evidence for this was found in the 
patients’ various associations to both somatic 
and nonsomatic approach. In the present 
study, the patients receiving carbon dioxide 
expressed feelings of hostility, fear, depend- 
ency, or sensuality in unusually large and 
explosive quantities. As illustrated by asso- 
ciations, repressed material was suddenly un- 
covered and the patient came face to face 
with threats to his defenses against hetero- 
or homosexual seduction or unresolved ag- 
gressive or dependency conflicts. The sudden 
uncovering of repressed material did not, in 
many of our cases, lead to a better long-term 
adjustment and often led to flight from treat- 
ment. In those who returned, the therapist 
was dealing almost immediately with deep- 
seated problems and entrenched defenses 
which took more expert handling than did 
ordinary psychotherapy. In many cases treat- 
ment afforded actual gratification of sexual, 
masochistic, or dependent needs. But the 
repeated experiences did not lead to an alle- 
viation of symptoms or to any better adjust- 
ment. 

Our experience has been, as shown by the 
control group, that simple anxiety and de- 
pressive symptoms can best be handled in 
brief-term therapy on a more superficial 
level. Focusing on current dynamics gave 
the patient some understanding of his prob- 
lems and somewhat strengthened his existing 
defenses. Rarely in straight psychotherapy 
did we see the panic reactions which oc- 
curred during the use of carbon dioxide— 
panic that led 17 patients to abandon therapy. 
Explosive abreactions were seldom seen with 
straight psychotherapy when feelings were 
expressed more gradually and appropriately 
and could, therefore, be more readily inte- 
grated into existing defense systems. 


CONCLUSIONS 


As a result of our study we concluded that 
carbon dioxide had no specific therapeutic 


effect. A patient who came for treatment, 
whether by carbon dioxide, narcoanalysis, 
electrostimulation, psychotherapy, or anal- 
ysis, brought his own special problems and 
personality. The quality of abreaction did 
not differ materially in any approach but the 
quantity certainly did. In our experience the 
carbon dioxide treatment procedure stimu- 
lated various intense feelings, quite difficult 
to handle by either patient or therapist. There 
were patients in whom the treatment stimu- 
lated extreme hostility. Some who found 
release for this hostility used the treatment 
as license for expressing it but still were 
unable to organize the material construc- 
tively. Others found the hostility too threat- 
ening and fled. Similarly the patient who 
reacted with strong sexual content either 
found gratification, but without successful 
integration of the material, or else found the 
associations too damaging to his defenses 
against hetero- or homosexual seduction. In 
the same way, patients who reacted with 
strong sense of fear accepted the treatment 
with too much masochism or else rejected it. 


SUMMARY 


1. A total of 100 patients were treated for 
anxiety or neurotic depression with carbon 
dioxide combined with psychotherapy or with 
psychotherapy alone. 

2. Of 50 patients treated with carbon di- 
oxide, two-thirds showed no change, one- 
third improved, none could be classified as 
having recovered socially. 

3. Of 50 control patients treated with psy- 
chotherapy alone, three-fourths showed im- 
provement or social recovery and one-fourth 
showed no change. 

4. Patients treated by psychotherapy alone 
showed improvement on fewer treatments. 

5. The explosive abreaction following ad- 
ministration of carbon dioxide could not be 
integrated into the patients’ defense mech- 
anisms. 

6. The use of carbon dioxide therapy in 
our hands added no specific therapeutic effect 
but did add problems of transference and 
resistance that retarded or prevented re- 
covery. 

7. Treatment of patients with symptoms 
of anxiety or neurotic depression was best 
accomplished by psychotherapy alone. 
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DISCUSSION 


Paut H. Hocuw, M.D. (New York City).— 
Carbon dioxide treatment can be discussed from 
two points of view, first, the use of CO; alone with- 
out psychotherapy and, second, the use of CO: as 
an adjunct of psychotherapy. We are in sympathy 
with Meduna’s attempt to find a somatic mechanism 
in the neuroses especially as far as anxiety is con- 
cerned. It is clear that conflicts alone do not pro- 
duce the neurosis, but that inability to cope with 
the conflicts is the essence of the neurotic disturb- 
ance. If an organism is overwhelmed by stimula- 
tion it is not able to handle it regulatively. The 
reduction of stimulation by chemical and other 
means is therefore legitimate and would enhance 
application of psychotherapy. 

Carbon dioxide was originally introduced as a 
somatic treatment without psychotherapy. We used 
it in a number of patients in the manner described 
by Meduna and followed his technique in every 
detail. The results of the treatments were unim- 
pressive. About 40% of the patients dropped out 
of treatment because they were afraid of it. Those 
who remained did not show an improvement rate 
that would be higher than the spontaneous one. 
In addition, some who showed an initial improve- 
ment quickly relapsed. In using the treatment 
without psychotherapy we tried to avoid a sugges- 
tive atmosphere which we feel is most likely re- 
sponsible for the good results obtained elsewhere. 

If CO, is used as an adjunct to psychotherapy 
we have to remember that we have quite a number 
of such adjuncts—sodium amytal, benzedrine, ni- 
trous oxide, ether, etc. All were helpful in some 
cases and useless in others. We do not know why 
one patient responds and another does not; we 
especially do not know why one patient prefers 
benzedrine and another amytal. It is possible that 
some biochemical factors are present in this differ- 
entiation. On the other hand, motivational factors 
must also be considered. Most patients have what 
we might call an autosuggestive frame of refer- 
ence. One patient believes that he will improve if 
he is rendered unconscious. Another would reject 
such a procedure because he would lose control. 


Some expect improvement if they feel euphoric; 
other persons have special ideas on chemicals, physi- 
cal procedures, psychotherapeutic procedures, etc., 
all of which are somehow connected with the value 
systems of the individual patient. This may explain 
why one responds to one approach and not to the 
other. Some patients would probably select CO, 
as an adjunct, but a great many would not. 

We also observed the same clinical manifestations 
as described by Dr. Hargrove, et al. in connection 
with CO:—especially the manifestations of fear, 
rage, and heterosexual and homosexual behavior. 
It has to be emphasized that this abreaction even 
though impressive is not very successful in ordinary 
neuroses. It has some value in cases where the 
neurosis is precipitated by an obvious external 
event like war neurosis or traumatic neurosis where 
the patient obtains mastery over a situation which 
he formerly could not manage. If the abreaction is 
very rapid it could lead to difficult situations as 
described by Dr. Hargrove. We saw marked panic 
reactions and even frequent episodes were precipi- 
tated by this treatment. Therefore, we cannot say 
that the treatment is entirely harmless and espe- 
cially so in the hands of persons who are not 
psychiatrically trained to cope with such situations. 

We endorse most of the conclusions of the 
authors based on their study. It has to be empha- 
sized that a sufficient number of controls were used 
to arrive at valid conclusions. 


A. I. Jackman, M.D., (Chicago, IIl.).—One 
could not expect in this experiment that there would 
be any effect directly from carbon dioxide as the 
average patient received insufficient and too widely 
spaced treatments, according to the figures given in 
the paper, in spite of the claim that they followed 
Meduna’s method. 

In evaluating the effect of carbon dioxide as an 
adjunct to psychotherapy one would have to make 
sure that the psychotherapy would be effective and 
commensurate with the abreactions elicited by the 
carbon dioxide. It is apparent from this paper that 
the abreactions in the patients were so great that 
the psychotherapeutic resources of the authors were 
inadequate and incapable of handling them. The 
authors state that these abreactions differed little in 
quality from the reactions following narcoanalysis 
but they were stronger. These abreactions could 
have been useful had they been properly handled. 
As many authors, including Weaver, Peterson, 
Anderson, Meduna, and myself, have shown, effec- 
tive results were obtained in cases where there was 
no direct psychological therapy used provided ade- 
quate carbon dioxide therapy was given. Here 
adequate amounts of neither were given. 

As for the effects of psychotherapy in the control 
group that received only psychological therapy, I 
wish to congratulate the authors on the extreme 
degree of effectiveness of their psychotherapy. They 
found with straight psychotherapy only, and this 
on a superficial level, that with an average of 12.6 
treatments per patient, 28% showed recovery, 52% 
improvement, and only 20% no change. Such figures 
are to me very remarkable. I want to go on record 
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as stating that I have never seen a group of 50 
unselected cases that could so easily be handled by 
simple psychotherapy. 

There are some peculiarities about the patients 
in the group that were treated with carbon dioxide. 
From the material available in the report it seems 
that some of these patients were either involuntary 
or not willing to accept carbon dioxide therapy. 
At least, some of them did not know what was 
going to happen to them or what kind of treatment 
would be given them, as, for example, the colored 
lady who protested the situation. Seventeen out of 
the 50 patients undergoing carbon dioxide treatment 
quit without discussing it with the doctor. It is 
apparent the therapeutic situation was very poor. 
Many of these patients undoubtedly quit as prob- 
lems came to the surface and, as the available 
psychological therapy was unable to help, it became 
too much for them to handle. I wish to point out 
that there are many therapists including Moriarty 
of Los Angeles and Milligan of England, as well 
as myself, who have been able to handle these abre- 
actions very successfully. The conclusion here is 
not that carbon dioxide was of no use as an adjunct 
but that the psychotherapy given was not adequate 
to the abreactions produced by the carbon dioxide 
treatment. 


L. J. Mepuna, M.D., (Chicago, Ill.).—The au- 
thors committed several errors in their experiments : 

(1) The combination of any barbiturate with the 
carbon dioxide treatment is not only dangerous, but 
for reasons unknown the phenobarbital decreases or 
completely abolishes the curative effect of the 
carbon dioxide inhalations. This was observed first 
by Dr. Sargent in London and was discussed at 
length during the A.P.A. meeting in Atlantic City 
in 1952. 

(2) The authors gave too many inhalations of 
carbon dioxide at every single treatment to the 
anxiety patients, and thus produced either a degree 
of panic or abreactions that they were not able to 
endure. The proper procedure of treating anxiety 
cases should include an induction of the anesthesia 
by nitrous oxide (Meduna, L. J. Dis. Nerv. Sys., 
Vol. XIV, No. 4, April 1953), and when the anes- 
thesia by means of nitrous oxide has been reached 
giving only a few carbon dioxide inhalations does 
not produce panic or increase the anxiety of the 
patients. By proceeding very cautiously the num- 
ber of inhalations can be slowly increased and later 
when the patient’s anxiety has decreased consid- 
erably even the nitrous oxide induction can be 
omitted. 

(3) The third error was in a sense forced upon 
the authors by their unwise procedure inasmuch as 
their patients did not receive enough treatments to 
be really effective. This was probably due to the 
fact that the patients developed a horror of the 
treatment. On the average, I would say the treat- 
ment of anxiety cases by means of carbon dioxide 
needs between 50 and 60 treatments. 


E. A. Harcrove, M. D.—Evaluation of treatment 
in psychiatry at its best is difficult because of the 


nature of the material. It is a well established 
observation that two-thirds of patients respond to 
various kinds of treatment or no treatment at all. 
The introduction, therefore, of a new treatment 
would ordinarily obtain response in two-thirds of 
the patients treated. There is, however, always the 
element of time to consider. We feel that various 
modifications of psychotherapy or adjuncts to psy- 
chotherapy are justified if patients respond in a 
shorter time. In Dr. Meduna’s series the recovery 
rate is about what would be expected with whatever 
form of therapy was used. In our hands, however, 
the use of carbon dioxide procedure produced neither 
better recovery rates nor shorter recovery periods. 
It is true that our results are poorer than those of 
almost anyone else who has reported on carbon 
dioxide treatment. We would explain this dis- 
crepancy on the basis of several factors: the en- 
thusiasm of the therapist certainly enters into the 
picture as well as his personality. Many who claim 
that no psychotherapy is given with the carbon 
dioxide therapy apparently are unaware of the 
effect of their own personality upon the patient. 
The perception of the therapist is one factor to 
consider. One therapist is much more adroit than 
another in perceiving the psychologic effects of 
treatment. Another factor is the ability of the 
therapist. 

We are told that an unusual number of our pa- 
tients who suffered initial panic with the carbon 
dioxide procedure did not return; Dr. Hoch in his 
series reports an equal number of patients who 
discontinued the procedure. We are told today that 
we gave insufficient treatment to our patients but 
compared to straight psychotherapy the carbon di- 
oxide procedure involved overtreatment. We are 
told by one that the treatments were too widely 
spaced and by another that they were too close to- 
gether. We are also told that our failure was due to 
the use of barbiturates in carbon dioxide treatment. 
Barbiturates were used only in a small percentage 
of patients to overcome the initial anxiety and panic 
reaction which these patients showed. Meduna has 
modified his method of therapy to counteract this 
panic. Here again straight psychotherapy did not 
entail this panic reaction. The material that was 
brought out more appropriately and gradually in 
straight psychotherapy could be integrated into the 
defense mechanisms. 

I should like to stress a fact that has been en- 
tirely overlooked in the discussions by Drs. Meduna 
and Jackman. Ours is a comparative study. Better 
results in less time were obtained with straight 
psychotherapy than with the carbon dioxide pro- 
cedure. In our hands straight psychotherapy has 
strengthened the patient’s defenses. The defenses 
on the other hand were exposed with carbon dioxide 
procedure, and this made psychotherapy more dif- 
ficult. The fact is well documented by patients’ 
associations to therapy. As compared in terms of 
time and energy carbon dioxide therapy fell short. 
Straight psychotherapy produced better results in 
a shorter time without burdening ourselves or pa- 
tients with all the extras of mechanized procedure. 
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Insulin shock therapy has long been recog- 
nized as having various unfortunate compli- 
cations(1), with most surveys citing a mor- 
tality rate of about 1%(2). Among the 
possibly fatal complications not mentioned in 
the psychiatric literature are febrile reactions 
resulting from the injection of pyrogen-con- 
taining fluids to terminate the insulin coma. 

Surgeons have long recognized the possi- 
bility of febrile reactions due to the intra- 
venous injection of fluids containing pyro- 
genic substances. Billroth(3) in 1865 
described temperature elevations in dogs into 
whom distilled water was injected intra- 
venously. Hort and Penfold(4) in 1911 
pointed out the danger of injecting solutions 
made from water that was not freshly dis- 
tilled, emphasizing that such water could 
contain bacteria or bacterial products despite 
previous distillation. Seibert(5) demon- 
strated that the usual pyrogenic substance 
found in distilled water was a filterable, non- 
volatile, fever-producing substance of bac- 
terial origin. Seibert and Mendel(6) de- 
veloped a test for these pyrogenic substances 
by injecting them into rabbits. Bourn and 
Seibert(7) demonsirated 25 strains of bac- 
teria in 12 distilled waters, all capable of 
producing filterable pyrogenic substances. 
Rademaker(8) and Walter(g) showed that 
the preparation of solutions for intravenous 
use leaves much to be desired, in even the 
best hospitals, and made specific recommen- 
dations about methods of eliminating pyro- 
gens from solutions. Banks(10) remarked 
that febrile reactions to intravenous therapy 
are more prevalent than most hospitals will 

admit. He emphasized that pyrogens in 
solutions are not destroyed by the usual hos- 
pital sterilization procedure, as it requires 
about 7 hours of autoclaving at 20 pounds 
of pressure to destroy them. He also pointed 
out that there is no satisfactory chemical 
test for pyrogens, and that the injection of 
suspected fluid into rabbits(6) is the orly 
adequate method of detection. Nelson(11) 
reviewed the various factors that have beer. 
thought responsible ‘or febrile reactions fol- 
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lowing intravenous therapy, and found that 
the distilled water used in making the solu- 
tion was a far more important factor than the 
amount, concentration, rate of flow, acidity 
or alkalinity, or temperature of the injected 
solution, as pyrogenic substances develop in 
distilled water that is allowed to stand with- 
out immediate autoclaving. These pyrogens 
are water-soluble products of the growth of 
bacteria contaminating the water. Lees and 
Levvy(12) pointed out that the various 
strains of bacteria which contaminate solu- 
tions are ubiquitous and may infect any 
water that is not kept absolutely sterile. 
These bacteria can grow rapidly enough, in 
distilled water at room temperature, to pro- 
duce large quantities of pyrogen in a single 
day. They suggested methods of decon- 
tamination such as absorption of the toxin by 
powdered charcoal before filtration. Knott 
and Leibel(13) found the pyrogenic sub- 
stances, in solutions known to have produced 
febrile reactions, to be products of bacterial 
contamination. The contamination of the 
distilled water was found to occur usually 
after distillation or at the time of adding the 
chemicals necessary to make the solution, 
especially if the subsequent autoclaving of 
the solutions was delayed. The contaminat- 
ing bacteria were found to multiply easily 
at room temperature. Co Tui and Wright 
(14) also found that pyrogenic substances 
can be present either in the distilled water or 
in the chemicals used in making solutions for 
intravenous use, through contamination at 
some point in the preparation procedure, with 
subsequent standing at room temperature. 
They suggest filtration techniques for elimi- 
nating pyrogens. Probey and Pittman(15) 
found many different types of bacteria to be 
capable of producing pyrogens, with the 
Gram-negative bacilli producing a pyrogenic 
substance more abrupt and violent in its 
effect on injected animals than that produced 
by the cocci or diptheroid bacteria. The large 
amount of recent investigation of the proper- 
ties and biologic effects of pyrogens is ably 
summarized by Bennett and Beeson(16). In 
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none of these descriptions of the nature and 
action of pyrogens is there a report of actual 
death resulting from the administration of 
pyrogen-containing solutions. 


FATAL CASE 


D. V., a 42-year-old white man, was admitted to 
the Spring Grove State Hospital for the second 
time 5 weeks before his death. On admission, he 
was withdrawn, uninterested in his surroundings, 
occasionally smiling to himself, showing psycho- 
motor retardation and disorganization of thought. 
He said that the birds kept telling him that some- 
one was going to cut off his fingers and legs. He 
thought that people were always talking about him. 
Mental examination showed considerable impair- 
ment of judgement and other intellectual functions. 
The physical examination showed no abnormalities. 

His first admission 7 years previously had fol- 
lowed a psychotic breakdown while in the Army, 
and was characterized by nihilistic delusions, feel- 
ings of unreality, preoccupation and grimacing. He 
had gradually improved during this first admission 
to a point where, after 14 months, he could leave the 
hospital. The diagnosis on both admissions was 
schizophrenia. 

On his final admission, he was started on insulin 
shock therapy, one month after being brought to 
the hospital, as he had shown no improvement on 
conservative psychotherapy. He received insulin 
shock treatments on July 12, 13, 14, 15, 18, 19, 20, 
and 21, without any untoward complication. His 
ninth and last treatment was on July 22. He re- 
ceived 200 units of insulin at 6:30 a.m., and was 
permitted to remain in light coma for 20 minutes, 
with the treatment progressing normally until then. 
When termination of the coma was attempted, by 
intravenous injection of 200 c.c. of a 30% glucose 
solution prepared in the hospital, he did not respond, 
but sank deeper into coma, becoming irritable, 
twisting and thrashing about in the bed. His tem- 
perature rose steadily after the injection of glucose 
solution, until it reached 108° after several hours. 
Further intravenous injections of glucose and saline 
solutions produced no improvement in his condition, 
although 100 c.c. of 50% and 4000 c.c. of 10% 
glucose solution were given. Transfusion with 
plasma and then with 500 c.c. of whole blood, 
digitalization, and injections of caffeine and metra- 
zol also failed to help, and he sank deeper into coma, 
with his temperature remaining at 108°. He died 
at 8 p.m. on the same day. 

Post-mortem examination showed no definite ab- 
normalities on gross or microscopic study, except 
for some acute edema of the lungs and moderate 
dilatation of the heart, both of which were of such 
recent origin that they were considered terminal 
events rather than initial causes of death. 

The 30% glucose solution that had been injected 
intravenously in order to terminate the insulin coma, 
just before the fatal febrile reaction, was tested 
by injecting it intravenously into 6 rabbits, in 
amounts coresponding to 10 c.c. per kg. of rabbit. 


The rabbits were all tested by first finding their 
temperatures normal when taken rectally 3 times 
at 15-minute intervals before the intravenous injec- 
tion. All 6 rabbits reacted to the injection of the 
30% glucose solution by temperature elevations 
ranging from 0.6° C. to 0.9° C., with half of them 
showing a rectal temperature rise of 0.8° or more 
within 3 hours. This temperature elevation is 
sufficient to show that the suspected solution did 
indeed contain significant amounts of pyrogenic 
substance (6). 


OTHER CASES 


Eight other patients were given insulin shock 
treatments on the same day as the fatal case, all 
receiving injections from the same lot of intra- 
venous glucose solution. Three of these patients 
developed severe febrile reactions, with temperature 
elevation to 103° F. or over. The other 5 patients 
had fairly severe febrile reactions, with a tempera- 
ture rise to between 100° and 103°. In these non- 
fatal cases, the fever subsided by the end of 8 hours. 

Inspection of the details of preparation of solu- 
tions for intravenous therapy showed that the tech- 
nique used was adequate to eliminate living bacteria 
from the solutions, but not adequate to remove the 
water-soluble products of bacterial growth, when 
compared with the procedures recommended by 
Rademaker (8) and others (9, 10, 11, 12, 13, 14). 
After correction of the inadequacies of equipment 
and procedure, no more febrile reactions were ob- 
served in patients receiving intravenous fluids. 


SUMMARY 


A hitherto unmentioned complication of 
insulin shock therapy is febrile reaction from 
injection of pyrogen-containing glucose solu- 
tions to terminate the coma. A fatal case, 
with some nonfatal ones resulting from in- 
jection with the same solution, is described 
to call attention to the danger of such pyro- 
genic reactions. 
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RESEARCH ABSTRACTS’ 


Again it is my duty as representative of 
the Committee on Research of The Ameri- 
can Psychiatric Association to open this con- 
ference. As you know, Regional Research 
Conferences have been taking place through- 
out the American continent for the past few 
years, at an average of about 5 per year, and 
this is the third to be held in Montreal. 

One of the objectives of these Regional 
Conferences is communication of research 
projects that have been going on in the vari- 
ous centres, and the publishing, at least in 
abstract form, of the principal findings in the 
AMERICAN JOURNAL OF PsycHiatTry. From 
past experience it appears that these confer- 
ences have played a definite role in stimulat- 
ing interest and activity in research as ap- 
plied to psychiatry. 

At the last meeting of the Research Com- 
mittee in New York, October 30 and 31, 
1953, consideration was given, at the request 
of the Council, to a project to study the 
effectiveness of communication of the annual 
meetings of the A.P.A., i.e., to consider the 
origins of the annual meetings, the officially 
stated purposes, changes in these purposes 
throughout the years (duration of the meet- 
ings, number of papers presented, type and 
general content of the papers, and so on). 
Perhaps a similar study on the Regional 
Research Conferences might lead to some 
interesting findings, apart from giving us a 
sort of longitudinal view of research in the 
psychiatric field. 

As a member of the planning committee 
which, under the chairmanship of Dr. 
Cameron, was responsible for the program 
of this Conference, I feel that I may com- 
ment on certain current trends of research in 
psychiatry. As you will note from the pro- 
gram we have again followed the plan of 
devoting one or two full sessions to a general 


1 The items hereunder are brief abstracts of re- 
ports presented at the Regional Research, Confer- 
ence, Montreal, Canada, December 1953. 


INTRODUCTORY REMARKS 
A. E. MOLL, M.D., Monrtreat, CANADA 


topic—last year’s theme being the respiratory 
system, and this year schizophrenia, or the 
schizophrenias. You will also note that most 
of the research work done today, for instance 
in the field of schizophrenia, has been re- 
stricted largely to the physiological changes 
or biochemical reactions, and that the same 
is true of the papers Saturday morning, re- 
ferring to “Selective Inhibition of Behavior 
by Pharmacological Means.” The programs 
of other conferences in other research centres 
show similar trends. Personally, I hope that 
these topics do not lead to further fragmenta- 
tion of psychiatric concepts, and that in the 
discussion of the findings by the research 
workers sight is not lost of the fact that the 
human organism works as a whole, and that 
human behavior cannot be understood on the 
basis of isolated mechanisms, neurophysio- 
logical, neurosurgical, biochemical, pharma- 
cological or other. 

We have often commented upon the fact 
that the rapid development of laboratory 
techniques in the various sciences has led to 
a rather mechanistic view of disease and to 
the unwarranted assumption that most, if 
not all, phenomena can be understood if it 
is technically possible to resolve even very 
complex functions into their isolated com- 
ponents. I cannot but wonder at times 
whether we, as psychiatrists, are not running 
the same danger. I do not believe it is 
possible to understand human behavior by 
the process of slicing, teasing, and isolating 
the various instinctual drives, ideations, and 
actions, nor by the mapping out of these 
drives, ideations and actions in human geog- 
raphy. The film, “Effects of Maternal Dep- 
rivation on Maturation in Children” will, 
I think, give emphasis to this point. 

And now I will call on Dr. Ewen Cameron 
who is the official host of this Conference 
under the aegis of McGill University, and 
who will chair the morning’s program on the 
subject “Schizophrenia.” 
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RHYTHMIC SENSORY BOMBARDMENT THERAPY (R:S.B.T.): 
A NEW TREATMENT FOR PATIENTS WITH 
PSYCHIATRIC DISORDERS 


JOHN W. LOVETT DOUST, M.B., B.S., B.Sc., M.R.C.P., Toronto, CANADA, AND 
ROBERT A. SCHNEIDER, M.D., Ox.aHoma Crry, OKLA. 


Previous work reported by the Laboratory 
of Physiological Psychiatry of the University 
of Toronto’s department of psychiatry, has 
indicated that a specific cycle of physiological 
changes is held in common by successful 
treatments in those mental disorders for 
which they are indicated. Using the oxi- 
metrically monitored arterialized capillary 
oxygen saturation as the indicating variable 
of these changes, it has been suggested that 
therapy is successful insofar as it is capable 
of inducing in the patient the sequence of 
changes represented by the shock, counter- 
shock, and resistance phases of Selye’s gen- 
eral adaptation syndrome ; and further, that 
such treatments differ one from another 
largely in the intensity and duration of the 
initial shock phase of that cycle of events. 
As a corollary to these findings, it has also 
been shown that, given certain rather care- 
fully defined conditions, the awareness of 
the patient may be held to bear a distinct 
and probably linear relationship to his capil- 
lary oxygen saturation values, and, similarly, 
that the emotional component of his person- 
ality disturbance may be considered as a 
dimension of the particular dysplasia of con- 
sciousness displayed by an individual patient 
and, hence, also as a function of his blood 
oxygen saturation level. 

Work along other lines in this laboratory 
has suggested that it is possible to vary the 
capillary blood oxygen saturation by means 
of rhythmically applied, intermittent photic, 
sonic, or tactile stimulation, the oxygen 
saturation levels being depressed, raised, or 
left unchanged by the predetermined choice 
of stimulation frequencies of suitable in- 
tensity and critical for the individual subject 
examined. Along with such changes in capil- 
lary oxygen saturation, rhythmic sensory 
stimulation at such critical frequencies is also 
responsible for predictable and significant 
changes in affect and consciousness levels of 
the subject submitted to it, in the rate, ampli- 
tude, and incidence of the cortical rhythms 
recorded by the E.E.G., in the resting oxygen 


consumption of the subject, and in a number 
of other psychophysiological variables. In 
addition it has been found that rhythmic 
sensory bombardment at a suitably selected 
frequency of stimulation induces in the sub- 
ject the same alarm reaction cycle of oxi- 
metric changes found characteristic of the 
effects of E.C.T., insulin coma treatment, 
histamine biochemotherapy, and other treat- 
ments offering relative success in patients 
with psychiatric disorders. Herein lay the 
rationale for R.S.B.T. Among its outstand- 
ing advantages over other “shock” treat- 
ments were complete control of the intensity 
and duration of the stress period, together 
with reduction to a minimum of the features 
of other treatments disturbing to the patient. 

In a pilot attempt to assess the practical 
value of R.S.B.T., a sample of 51 psychiatric 
patients was selected. The patients’ diag- 
noses varied widely, from neurotics and psy- 
chopaths through to depressives and schizo- 
phrenics. Some members of the sample were 
inpatients and others outpatients ; some were 
treated individually, others in groups, up to 
8 at a time; for some R.S.B.T. represented 
their first exposure to psychiatric treatment, 
for others it was yet another procedure after 
years of previous attempts to remedy their 
disorder. Adequate precautions were taken 
to control variables and the follow-up period 
for which the patients have been assessed is 
up to 2 years. Treatment was given daily, 
5-6 days each week, for 1 hour per session 
and in courses of 20 treatments. 

The results showed that rather more than 
half the total sample achieved a good remis- 
sion from their illness, enabling them to be 
sent home and back to work. A further 25% 
were considered “improved” while the re- 
maining 20% derived no lasting benefit from 
R.S.B.T. The most favorable results were 
achieved in patients with affective disorders, 
neurosis, and psychopathic personality. 
Among the schizophrenics, much of the im- 
provement was confined to the paranoid 
types; among the neurotics, the obsessive- 
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compulsives did less well than did cases of 
anxiety state or hysteria. The spectroscopic 
oximetrically monitored capillary blood oxy- 


CURRENT RESEARCH IN CHILDHOOD SCHIZOPHRENIA 


gen saturation, and the responsivity score 
derived from it, proved to be a useful ancil- 
lary index in assessing the clinical results. 


LAURETTA BENDER, M.D., New York Crry 


This is a résumé of the research work, and 
its underlying philosophy, on childhood 
schizophrenia from the children’s ward of 
the psychiatric division of Bellevue Hospital, 
New York City. 

Before 1935, Walter Bromberg and Paul 
Schilder wrote clinical papers concerning the 
difficulties of differentiating between children 
with organic psychoses, especially if men- 
tally defective, and schizophrenia. Schilder 
pointed to the neurological regressive fea- 
tures in schizophrenia, namely the primitive 
motility, the whirling postural (T.N.R.) re- 
sponses, the physical compliance, and the 
biological substratum for body image diffi- 
culties ; he also pointed out that, on the one 
hand, Minkowski had not offered enough 
embryological data to explain the regression 
and, on the other hand, that psychoanalysis 
neither in adults nor children had revealed 
enough psychogenic trauma to account for 
schizophrenia in contrast to simple neuroses. 

Between 1935 and 1942, Paul Schilder, 
Lauretta Bender, and several co-workers 
published a number of papers, reporting 
techniques for the study, examination, and 
treatment of problem children, and wrote 
clinical papers on various behavior syn- 
dromes. There was a special emphasis on 
organic brain disorders of childhood, which 
led to clarification of much of the symptoma- 
tology of childhood disorders. 

During 1942-1952 research funds were 
available for the study of childhood schizo- 
phrenia. Diagnostic criteria between the or- 
ganic and nonorganic behavior disorders and 
childhood schizophrenia were refined. Over 
600 children were diagnosed schizophrenic 
from 1935 to 1951, inclusive. A variety of 
research projects were in process for the 
diagnostic evaluation, psychological interpre- 
tation of problems, therapeutic approaches, 
and follow-up re-examinations and reports. 
We observed regressed or immature motility, 
vaso-vegetative or homeostatic disturbances, 
perceptual motor or gestalt especially in body 


image. There were also difficulties in object 
relationship, self-identification, body bounda- 
ries, and orientation in time, space, and social 
relationships. The all-pervasiveness of the 
schizophrenic process in all areas of behavior 
was emphasized. The resulting anxiety led 
to secondary symptom formation which 
might be the presenting symptom or problem. 
After Gesell’s Embryology of Behavior 
(1945) was appreciated, it became evident 
that schizophrenic behavior in children par- 
took of the nature of embryonic behavior. 
As a result childhood schizophrenia is cur- 
rently defined as a lag in maturation to the 
embryonic level in all areas from which 
behavior evolves and is characterized by an 
embryonic primitivity or plasticity which ac- 
counts for the great number of clinical pic- 
tures. Anxiety with symptom formation may 
further account for the pseudodefective, 
pseudoneurotic, and pseudopsychopathic 
types of behavior. 

Research in therapy included a variety of 
forms of psychotherapy, group activities, 
physiological therapies, such as electric shock 
therapy, pharmacological therapies, remedial 
tutoring, and group therapy for parents. 

Statistical and epidemiological studies, still 
incomplete, indicate that 66% to 89% of 
children diagnosed schizophrenic at Bellevue 
proved to be cases of adolescent or adult 
schizophrenia on follow-up. The prognosis 
or course is about the same as that for adults, 
that is, one third yet better, one third fluctu- 
ate between better and worse, and one third 
get worse. An over-all view of results from 
therapeutic methods (including EST) shows 
that the course of the process is not ma- 
teriajly changed. However, those of us who 
work closely with the schizophrenic children 
are convinced of a beneficial response to al- 
most every method used. Schizophrenic chil- 
dren come to Bellevue Hospital from every 
kind of home. Heredity seerns more impor- 
tant in the genesis of schizophrenia than 
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early family climate; but the latter may be 
more important in determining defense 
mechanisms. Considerable designed, still in- 


complete, research has tended to confirm 
these clinical experiences and the associated 
hypothesis. 


AN APPRAISAL OF HISTAMINE THERAPY IN SCHIZOPHRENIA 


Y. ROULEAU, M.D., G. NADEAU, D. Sc., J. DELAGE, M. D., M. COULOMBE, M.D., ano 
M. BOUCHARD, M.D., Quesec, CaNapa 


Histamine therapy has been attempted on 
100 schizophrenics, of both sexes, with an 
evolution ranging from 6 months to 14 years. 

The group’s high tolerance to histamine 
appears to be a further argument in favor 
of a homeostatic dysequilibrium in schizo- 
phrenics. It could be observed furthermore 
that the longer the duration of the disease, 
the higher is this tolerance in general. 

Histamine does not seem to have any spe- 
cific effect, and, as with other types of 
therapy, improvements are encountered 


chiefly in the first months of the psychosis. 


As insulin or ECT, histamine appears to pro- 
mote homeostatic readjustment, as indicated 
by the return to normal of insulin tolerance 
tests (ITT) in improved patients, possibly 
during the phase of adrenocortical hyperac- 
tivity observed at the beginning of a 
psychosis. 

Further experiments will be needed to ex- 
plore the additive effect of histamine, electric 
shock, and insulin treatments, and to find a 
satisfactory explanation for the high toler- 
ance to histamine observed in psychotic 
patients. 


SELECTIVE INHIBITION OF AFFECTIVE DRIVE BY 
PHARMACOLOGICAL MEANS 


H. E. LEHMANN, M.D., Montreat, CANADA 


This presentation reports the clinical ef- 
fects on psychiatric patients of a new drug, 
known in France and Canada as Largactil, 
in the United States as Thorazine, and in 
other countries as Megaphen. The possible 
site and manner of action of the drug is dis- 
cussed in the light of our present theoretical 
and experimental neurophysiological knowl- 
edge. The drug has been developed and first 
studied in France during the last 3 years. 
Its chemical designation is Chlorpromazine 
and it is a phenothiazine derivative. 

The principal action of this drug is in- 
hibitory. The concepts of inhibition and its 
counterparts, disinhibition, facilitation and 
excitation, have grown to be very complex in 
their potential connotations, and operational 
definitions should be provided by anyone 
using these terms today. Hughlings Jackson 
extended the meaning of inhibition by intro- 
ducing the concept of levels and the balance 
between inhibition and releasing disinhibition 
in the functioning of the C.N.S. Sherrington 
and Pavlov are responsible for further re- 
finement and complexity by pointing out that 
excitation and inhibition may be processes 
consisting essentially of a single reaction 


which is reversible in direction, time being 
introduced as an essential factor in the inte- 
gration of C.N.S. functioning. Modern psy- 
chology (Hebb) questions again the meaning 
of inhibition and introduces phase sequence, 
assembly action, and interference as new 
operators. 

Chlorpromazine appears to have the prop- 
erty of reducing selectively all action tenden- 
cies whose origin and maintenance are princi- 
pally dependent on feelings. It is one of the 
most powerful sedatives known. Its first 
application was in anesthesia where its pro- 
nounced potentiating effect on analgesics, 
sedatives, narcotics, and anesthetics was 
noted. It has mild antihistaminic properties, 
moderate parasympatho-lytic effects and a 
marked sympatho-lytic action. 

Other sedatives, in small doses, tend to 
produce disinhibition of affect with conse- 
quent loss of emotional control. Larger doses 
of ordinary sedatives invariably bring about 
considerable clouding of intellectual proc- 
esses. Chlorpromazine possesses the rather 
unique property of producing sedation with- 
out affective disinhibition and significant in- 
tellectual clouding—this effect is referred to 
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as selective inhibition. A person under the 
influence of the drug is pale, feels weak and 
listless, has a lower blood pressure, faster 
pulse rate, and often greater appetite than 
normally. He will fall asleep when undis- 
turbed but waken easily when stimulated. He 
is capable of carrying on a sober and rational, 
though somewhat retarded, conversation 
until one leaves him when he will fall asleep 
again. Psychological tests demonstrate sig- 
nificant qualitative and quantitative differ- 
ences in performance of persons under the 
influence of a barbiturate or Chlorpromazine 
respectively, though both drugs produced the 
same degree of somnolence. 

Chlorpromazine is giving most satisfac- 
tory therapeutic results in all psychiatric con- 
ditions which are characterized by aggres- 
sive, expansive, and euphoric effect and in 
those chaotic affective turbulences that are 
often associated with acute psychotic break- 
downs of any pathology. Its action is less 
dependable in states of well-established de- 
pression or anxiety. In a certain proportion 
of cases the manic phase of manic-depressive 
psychotics has been converted by the drug 
into a depressive phase, particularly in the 
age group over 40. Major psychopathologi- 
cal phenomena such as hallucinations, delu- 
sions, and confusional states seem to respond 
to the drug only as long as their existence is 
secondary to a violent affective disturbance. 

The first systematic investigation of the 
clinical application of Chlorpromazine in psy- 
chiatry was undertaken by French workers 
(Delay, Deniker, et al.). Our own findings 
are essentially in accordance with theirs. 
Undesirable side-effects of the drug are oc- 
casional syncope due to orthostatic hypo- 
tension, gastrointestinal disturbances, dry- 
ness of the mucous membranes of the upper 
respiratory tract with resulting increased 
susceptibility to infection, allergic reactions 
and disturbance of liver function. This last 
effect which is responsible for benign jaun- 
dice in about 3-5% of cases treated with 
higher doses over extended periods was first 
noted and described by us (Lehmann, Han- 
rahan). Treatment with the drug is best 
administered in hospital since attentive nurs- 
ing and carefully adjusted dosage and timing 


are essential. Smaller doses may be given to 
ambulatory patients. 

An analysis of the action of Chlorproma- 
zine on the C.N.S. and on autonomic regula- 
tion furnishes good evidence for the assump- 
tion that its site of action is in the brain stem, 
in the region ventral to the thalamus, in the 
subthalamic nucleus, red nucleus, substantia 
nigra, and hypothalamus as well as in the 
pontile tegmentum. Four patients with pa- 
ralysis agitans who were given Chlorproma- 
zine exhibited diminution of rigidity and 
reduction of frequency of tremor, while 4 
other patients with choreoathetotic move- 
ments responded to the drug with a reduction 
of involuntary movements. The reticular 
activating system in the brain stem has re- 
cently been shown to be responsible for the 
state of wakefulness and attention, upon 
which most higher functions of the C.N.S. 
depend (Magoun). It is the core of the 
brain which provides power for all cerebral 
processes associated with awareness. Chlor- 
promazine can produce a syndrome that re- 
sembles states produced in animals by lesions 
in the reticular activating formation which 
leave the sensory and cortical systems intact 
—a “pharmacological mesencephalotomy.” 

In view of the neuroanatomical and neuro- 
physiological evidence available, one may dis- 
tinguish between corticopsychic activity of 
the C.N.S., which is stimulated by internun- 
cial systems and chiefly concept-conscious or 
symbol-conscious in orientation, and sensory- 
psychic activity which is stimulated by the 
long sensory paths and essentially object- 
conscious or reality-conscious in orientation, 
or visceropsychic activity which is least 
structured, stimulated by the reticular acti- 
vating system and essentially affect-conscious 
in orientation. It is this third system and 
the basic, unstructured psychic drives which 
are inhibited by Chlorpromazine. New vistas 
seem to open in psychiatry as we pool our re- 
sources with neighboring sciences and learn 
to influence the various cerebral systems and 
corresponding segments of psychic activity 
selectively through surgical, sensory, and 
pharmacological agents as instruments in the 
psychiatrist’s principal task of attending to 
the integration of the sick person. 


of 
| 
q 
4 
‘ 
. 
i 
d 
3 
; 
- 
AY 
: 
: 
. 
é 
4 
a 


858 


RESEARCH ABSTRACTS 


[May 


INSPIRATION AND METHOD IN SCHIZOPHRENIA RESEARCH 
HUMPHREY OSMUND, M.D., Weysurn, SASKATCHEWAN 


The author compares various ways of in- 
vestigating experience and takes empiricism 
and systematic theorising as polar opposites. 
He shows that psychiatry like every other 
branch of natural science has had distin- 
guished exponents of these differing view- 
points. He observes that neither of these 
schools has as yet been able to offer very 
much to increase our knowledge of the eti- 
ology of schizophrenia and suggests that this 
may be due as much to a defect in methods 
used as to the inherent difficulty of the sub- 
ject. He suggests that the application of the 
scientific method with, to use Heinrich 
Kluver’s words, “its use of penetrating ex- 
perimental and theoretical analyses of spe- 
cific problems,” might give a greater chance 
of success. 

However, even when this method, which 
has been so successful in the past, is used, an- 


other element has always played an essential 
part in great discovery. This is inspiration 
of whose genesis we are largely ignorant. 
To illustrate his thesis he studies in some 
detail a particular research at present being 
undertaken in Saskatchewan. In this work, 
an initial inspiration started a chain of events 
which ended in the discovery that adreno- 
chrome, metabolite of adrenalin, which could 
occur in the human body, although this has 
not yet been proved, produces disturbances 
of thinking, feeling, perceiving, and behaving 
in the normal subject of a quality resembling 
that which occurs in schizophrenia. He re- 
flects on the implications of this and ends by 
suggesting that greater attention to the na- 
ture of the schizophrenic experience might 
be beneficial both to psychiatrists and their 
patients. 
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Interest in mental health has been phe- 
nomenal since the 2 World Wars. The com- 
munity has become aware of the extent of 
mental illness. The demand for psychiatric 
services has been steadily increasing. It is 
difficult to keep up with this demand. One 
measure of psychiatric progress is seen in the 
doubling of the membership in The Ameri- 
can Psychiatric Association within a com- 
paratively few years. Another indication is 
the breadth of activities in the Association. 
New functions have been developed, old ones 
augmented. The officers are continuously 
trying to extend and coordinate the activities 
of the Association in accordance with the 
wishes of the membership and community 
needs. For continued growth and vitality, 
not only new ideas and leadership are re- 
quired but also stimulation that comes from 
new projects and experiments. It cannot be 
expected with such a large membership that 
there will be unanimity with regard to new 
directions. There must be exploration, how- 
ever. There is opportunity in the APA for 
diversity of interests and opinions. The dem- 
ocratic process determines directions and 
leadership. Help to States and Provinces in 
developing and carrying out their mental 
health programs has been steadily empha- 
sized. It is one of the prime functions of the 
Association. The scope of these activities 
is shown in outline in the following presenta- 
tion, formulated by the Medical Director, 
Dr. Daniel Blain, and the Public Informa- 
tion Officer, Mr. Robert Robinson. It was 
made available to the recent Governors’ Con- 
ference on Mental Health in Detroit. The 
Association may well be proud of such a 
statement: 

The American Psychiatric Association, 
founded in 1844, is the leading professional 
society for psychiatrists of the United States 
and Canada. Its membership of 7,600 com- 
prises the bulk of practicing psychiatrists in 
these countries. 

In recent years the Association has given 
the highest priority to the development of 
services that will materially assist the states 
in carrying out their mental health and hos- 


pital programs. These services are described 
briefly below. 


STANDARDS FOR PSYCHIATRIC HOSPITALS 
AND CLINICS 


The setting of specific standards for per- 
sonnel ratios and professional qualifications 
is the first step in formulating programs for 
the advancement of mental hospital care. 

In keeping with accepted practice that pro- 
fessions develop their own standards, the 
formulation of standards for psychiatric hos- 
pitals and clinics is the responsibility of 
The American Psychiatric Association, which 
maintains a Standing Committee on Psychi- 
atric Hospital Standards and Policies for 
this purpose. 

The standards represent a synthesis of the 
best available knowledge, judgment, and ex- 
perience. They are subject to continuous re- 
view, modification, and reissue from time to 
time as advancements in the profession indi- 
cate the need. 

The present “Standards for Psychiatric 
Hospitals and Clinics” were last revised in 
November, 1951. Shortly, standards will be 
published for the psychiatric departments of 
general hospitals and as rapidly as possible 
for private hospitals and other types of men- 
tal hospitals and schools for the mentally 
deficient. 

By comparison with existing levels of 
treatment and care in the public mental hos- 
pitals, the standards appear to some to rep- 
resent a distant goal. It is generally agreed, 
however, that these standards are essential 
if our mental hospitals are to bring to their 
patients the promising therapies that the pro- 
fession is able to provide. 


INSPECTION AND RATING OF MENTAL 
HOSPITALS 


To reinforce the efforts of mental hospital 
administrators to raise their standards of 
treatment and care, and to provide the public 
with an evaluation of existing conditions, 
The American Psychiatric Association estab- 
lished the Central Inspection Board in 1948. 
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Its function is to inspect and rate the 
mental hospitals of the United States and 
Canada. This work is now being done in 
cooperation with the Joint Commission on 
the Accreditation of Hospitals. 

To date, 87 hospitals in 21 States and 3 
Provinces have been inspected, and 24 other 
hospitals are awaiting inspection in the com- 
ing year. State and provincial public mental 
hospitals have been given priority since they 
contain approximately 90% of the total men- 
tal hospital population. 

Requests for inspections of state mental 
hospitals must be made by the Board, De- 
partment, Commission, or other agency hav- 
ing jurisdiction over them. The inspections 
cover each public mental hospital in the state, 
as distinguished from schools for the re- 
tarded and related institutions which will be 
inspected later. 

Inspectors are qualified psychiatrists with 
extensive experience in mental hospital ad- 
ministration. They spend from 1 to 3 weeks 
or more at each hospital, depending on the 
size. They review the facilities, personnel, 
and operations of some 39 departments. 
They also review the organization of the 
central department which has jurisdiction 
over the hospitals, and consider matters that 
affect the hospital system, such as personnel 
policies, the mental health laws of the state, 
and the care of alcoholics, mentally ill crimi- 
nals, and psychotic children. 

The final report includes, in addition to a 
review of existing facilities, a complete set 
of recommendations from the Central In- 
spection Board concerning the improvements 
and personnel required to operate the hos- 
pitals according to A.P.A. standards. Forty 
copies of the Report are supplied the author- 
ity requesting the inspection. 

The hospitals are rated on the basis of the 
data compiled by the inspector. Hospitals 
“approved” or “approved conditionally” are 
included in a publication of the Joint Com- 
mission on Accreditation of Hospitals along 
with a list of general hospitals which have 
been inspected and rated by the Joint Com- 
mission. 


THE MENTAL HOSPITAL SERVICE 


A serious barrier to progress in the past 
has been the lack of means of exchanging 


information among mental hospitals not in 
the same state system. To break through this 
barrier, The American Psychiatric Associa- 
tion established the Mental Hospital Serv- 
ice in January 1950. 

Operated with the advice and guidance of 
a board of outstanding hospital administra- 
tors, M.H.S. collects and disseminates a wide 
range of technical information on every 
phase of mental hospital administration. 

Its monthly magazine, Mental Hospitals, 
is the only journal exclusively devoted to 
this field. In addition, M.H.S. issues a wide 
variety of supplementary mailings of reports 
and documents that could not otherwise be 
made generally available. It provides pro- 
fessional training films for its members and 
operates a lending library of unpublished 
technical manuals. M.H.S. is equipped to 
handle the many technical inquiries that are 
received daily. It serves as a publications 
agency for the books, pamphlets, and reports 
of the several committees concerned with 
mental hospital affairs. Through special com- 
mittees and in cooperation with such agencies 
as the American Red Cross and the Ameri- 
can Dietetic Association, it studies and re- 
ports on such problems as the design and 
manufacture of patients’ clothing, the effec- 
tive use of volunteer workers, the improve- 
ment of food preparation and service. It 
administers the annual Mental Hospital In- 
stitutes, and confers achievement awards on 
hospitals for outstanding accomplishments. 

Any mental hospital or related institution 
is eligible to belong to the A.P.A. Mental 
Hospital Service. Ninety percent of all state 
mental hospitals and 100% of VA neuro- 
psychiatric hospitals are members. The re- 
mainder, a total of 435 institutions, comprises 
private hospitals, schools for the mentally 
defective and epileptic, psychopathic hospi- 
tals, general hospitals with psychiatric de- 
partments, and the central departments of 
many states. Membership costs $50.00 a 
year. 

Foreign hospitals also subscribe to M.H.S. 
and form the nucleus of an International 
Mental Hospital Service, soon be expanded 
to include hospitals of all nations. Many 
techniques have been developed in other 
countries that could be readily adapted with 
profit to our own mental hospitals. Increas- 
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ingly M.H.S. will bring information about 
these developments to American hospitals. 


MENTAL HOSPITAL INSTITUTES 


Mental Hospital Institutes are held an- 
nually in October to provide a meeting place 
for mental hospital personnel to consider 
common problems and practical means to 
their solution. 

All mental hospital personnel representing 
all types of hospitals and schools caring for 
psychiatric patients are eligible to attend 
these workshop meetings. 

Typically, about 40 states and most Cana- 
dian provinces send 250-300 people to the 
Institutes. Of these about 60% are super- 
intendents, medical directors, and other staff 
physicians. Psychologists, social workers, 
nurses, chief aides, business managers, chap- 
lains, adjunctive therapists, trustees, volun- 
teer workers, and other key hospital person- 
nel comprise the remainder. 

The program, planned by the consultants 
to the APA Mental Hospital Service which 
administers the Institutes, contains topics on 
all administrative aspects of mental hospital 
operations such as: the organization of basic 
and clinical research in the public mental 
hospital, psychiatric aide training programs, 
vocational counselling and rehabilitation, the 
administration of volunteer programs, sta- 
tistical reporting, architecture and construc- 
tion, tuberculosis control, standards for 
schools for the mentally deficient, and rela- 
tionships between the private hospitals and 
state agencies. 

Emphasis is placed on informal discussion 
led by experts, rather than on formal papers. 
The proceedings are published annually in 
book form by the Association. 


CERTIFICATION OF MENTAL HOSPITAL 
ADMINISTRATORS 


Since its founding, The American Psy- 
chiatric Association has held that the chief 
executive officers of mental hospitals nust 
be psychiatrists. 

Proposals to separate “administrative” 
from “medical” responsibility in the hospital, 
with corollary suggestions that doctors should 
confine themselves to medical matters only, 
are regarded as unsound. 


The Association believes that all mental 
hospital operations bear a direct relation to 
the therapeutic progress of a patient, and 
accordingly that only a physician may as- 
sume total responsibility for them. 

At the same time the Association recog- 
nizes that it is incumbent on the profession 
to insure that the chief executive officers of 
mental hospitals are not only physicians ade- 
quately trained in psychiatry, but also skilled 
in business and personnel management, com- 
munity relations, budget control, procure- 
ment, and in all other administrative areas 
that characterize modern mental hospital 
operation. 

The Association has established a Com- 
mittee on Certification of Mental Hospital 
Administrators which accredits applicants 
with established qualifications. The Commit- 
tee meets and conducts examinations as 
needed at times and places announced in 
advance in the American Journal of Psychi- 
atry and other professional journals. The 
Committee also advises on courses of study 
and distributes information of assistance to 
candidates for certification. 

Lists of psychiatrists certified by the Com- 
mittee are issued for the use of commission- 
ers of mental health, hospitals, medical 
schools of hospital administration, and others 
concerned. 


TRAINING OF PSYCHIATRISTS 


In every state, recruitment of qualified 
pyschiatrists to man the mental hospitals, 
clinics, central departments, and related fa- 
cilities looms as a critical problem. 

At the root of the problem is the develop- 
ment of undergraduate and graduate pro- 
grams that wiil improve and expand the 
teaching of basic and clinical psychiatry. 

This problem was the focus of 2 confer- 
ences on psychiatric education held in 1951 
and 1952 under the joint auspices of The 
American Psychiatric Association and Asso- 
ciation of American Medical Colleges. 

The first conference dealt with all aspects 
of the psychiatric education of the under- 
graduate medical student. The second con- 
centratea on graduate residency programs 
in hospital training centers. 

About 80 leading medical educators at- 
tended each conference, including deans of 
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medical schools, professors of psychiatry and 
other medical specialties, and many repre- 
sentatives of related disciplines in the social 
sciences. 

The reports of these 2 conferences‘ will 
serve as guideposts to states concerned with 
the development and expansion of psychi- 
atric training programs for many years to 
come. 


NURSE AND PSYCHIATRIC AIDE TRAINING 
IN MENTAL HOSPITALS 


Shortage of trained nursing personnel is 
common to all state mental hospital systems. 
About 4 of the states now require graduate 
nurses to have at least 3 months’ affiliate 
training in a psychiatric hospital. 

The approval of affiliate psychiatric train- 
ing programs in all mental hospitals of the 
U. S. and Canada is now the responsibility 
of The American Psychiatric Association. 
This function is carried out by the Commit- 
tee on Psychiatric Nursing and a full-time 
psychiatric nurse consultant. 

Hospitals applying for accreditation of an 
affiliate program are visited by the nurse 
consultant, who evaluates training facilities 
in terms of criteria established by the com- 
mittee. 

Approved hospitals are revisited periodi- 
cally to insure maintenance of high stand- 
ards and to recommend modifications in line 
with current advances. A consultant service 
is maintained to which any psychiatric facil- 
ity may apply for information, advice, and 
help in setting up affiliate programs and im- 
proving nursing service. 

The nurse consultant’s office also serves as 
a clearing house to supply information relat- 
ing to opportunities in psychiatric nursing 
and guidance for advanced preparation in 
this field to hospitals and individuals. 

The Association recognizes the critical im- 
portance of the 80,000 psychiatric aides and 
attendants in the mental hospitals today. It 
has issued a training manual for attendants 
and works closely with professional nursing 


1 Psychiatry in Medical Education, 1951 Confer- 
ence, American Psychiatric Association, Washing- 
ton, D. C., 1952. Price: $1.00; The Psychiatrist, 
His Training and Development, 1952 Conference, 
American Psychiatric Association, Washington, 
D. C., 1953. Price: $2.50. 


associations and psychiatric aide and tech- 
nician groups to raise standards for attend- 
ants in the hospitals. 


NOMENCLATURE AND STATISTICS 
FOR MENTAL DISORDERS 


The adoption of a uniform nomenclature 
with generally agreed-upon definition of 
terms is clearly essential for the collection 
of statistical data required for long-range 
administrative planning. 

The preparation of the official nomencla- 
ture and definition of terms is the responsi- 
bility of the Committee on Nomenclature 
and Statistics. 

The nomenclature now in general use was 
last thoroughly revised and published in the 
Diagnostic and Statistical Manual for Men- 
tal Disorders issued by the Association in 
1952. This nomenclature is also included in 
the Standard Nomenclature of Diseases and 
Operations published for the American Med- 
ical Association by the Blakistone Company 
(1952). 

The Diagnostic and Statistical Manual for 
Mental Disorders, besides containing the no- 
menclature and definition of terms, includes 
sections on basic principles and suggested 
tabulations for a statistical reporting system. 
These sections were developed in coopera- 
tion with the Biometrics Branch of the Na- 
tional Institute of Mental Health, and serve 
to guide states that contemplate organizing 
or revising their statistical systems. 

Fifteen states have now established a 
“model reporting area” for morbidity statis- 
tics of the hospitalized mentally ill, and rapid 
progress along this line is expected in other 
states. 


MENTAL HOSPITAL ARCHITECTURE 


Current estimates are that 330,000 addi- 
tional “acceptable” beds are needed in state 
hospitals to relieve overcrowding and pro- 
vide for modern treatment programs. This 
foreshadows an extensive and costly build- 
ing program in the years immediately ahead. 

Mental hospital architecture has generally 
followed patterns set in the 19th Century 
when the hospital was largely a custodial 
center. In more recent years mental hos- 
pitals have borrowed heavily from general 
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hospital construction. Yet the general hos- 
pital, from the standpoint of design, is not 
adapted in many respects to treating the 
mentally ill. 

In 1953 the Association requested and re- 
ceived from the Rockefeller Foundation and 
the Division Fund grants to conduct a 2-year 
study of mental hospital architecture. This 
project is now being carried out in coopera- 
tion with the American Institute of Archi- 
tects. 

Existing hospitals and schools are being 
surveyed and evaluated in terms of their 
relative adequacy for treating and caring for 
the mentally ill and deficient. The best 
knowledge of physicians and architects is 
being brought jointly to bear on formulating 
principles for the construction of mental hos- 
pitals that will reflect economy, efficiency, 
flexibility, and beauty. 

The project is staffed by a psychiatrist, 
an architect, and an engineer with the sup- 
port and advice of a panel of outstanding 
consultant physicians and architects. The 
project will result in the establishment of a 
permanent consultation service available to 
all states. 


STATE SURVEYS OF MENTAL HEALTH NEEDS 
AND RESOURCES 


The American Psychiatric Association is 
prepared, through the Office of its Medical 
Director, to supply professional consulta- 
tion service to assist states in making surveys 
of mental health needs. 

The survey is economical of manpower, 
and yet makes possible a total assessment of 
the state’s mental health and hospital re- 
sources and needs. Its results in formulation 
of immediate and long-term recommenda- 
tions essential to the development of a total 
program bearing promise of gradually less- 
ening the social and economic burden of 
mental illness to the state. 

Briefly, the procedure involves setting up 
a “State Survey Committee” comprising local 
professional leaders selected in consultation 
with the department that administers the 
mental health and hospital program. The 
Medical Director, as technical consultant, 
serves as chairman of the committee. Each 


member undertakes specific fact-finding as- 
signments. Public hearings are held to give 
public and private agencies full opportunity 
to present their particular points of view. 
It is understood that before, or in conjunc- 
tion with, the survey the state shall have its 
hospitals inspected by the A. P. A. Central 
Inspection Board. 

The Medical Director, as consultant, co- 
ordinates the work of the Survey Commit- 
tee, and supplements information available 
within the state with comparative data from 
national and international sources. He also 
prepares the draft report of the survey, 
which, following review and approval by 
the Committee, is submitted as a final report. 

The survey procedure thus assures that a 
total program is formulated which not only 
incorporates the most advanced national and 
international thinking in the field, but also 
reflects in practiced terms the particular 
needs and circumstances of the state. 


COM MITTEES OF THE ASSOCIATION 


There is scarcely any aspect of state 
mental health and hospital programs that is 
not the subject of continuous study by one 
or more of the various standing committees 
of the Association. The broad reach of the 
Association’s interests is suggested by the 
titles of these committees: child psychiatry, 
medical education, history of psychiatry, 
medical rehabilitation, public health, re- 
search, therapy, clinical psychology, legal as- 
pects, nomenclature and statistics, psychi- 
atric hospital standards, psychiatric nursing, 
social work, academic education, industrial 
psychiatry, international relations, coopera- 
tion with leisure time agencies, military psy- 
chiatry, preventive psychiatry, public infor- 
mation, and veterans. The committees are 
always available for the referral of special 
problems. Their findings are disseminated to 
the profession in various ways through cor- 
respondence, journals, scientific meetings, 
books, pamphlets, and the like. 


INFORMATION SERVICE 


The central office in Washington, D. C., 
conducts a general information service for 
the use of A. P. A. members. This office 
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is probably the world’s largest single center 
for the collection and dissemination of infor- 
mation on all aspects of psychiatry today. 
New information is received daily through 
the operations of the Medical Director’s Of- 
fice, the Central Inspection Board, Nurse 
Consultant, Mental Hospital Service, Hos- 
pital Architectural Study, APA Committees, 
and through correspondence with members 
and corresponding members in all major 
countries. The information thus collected is 
organized to be readily available for answer- 
ing of thousands of inquiries received during 
the year. 


ANNUAL MEETING 


The annual meetings of the Association, 
held in the spring, constitute the leading 
scientific meetings for the profession. Each 
meeting features over 100 scientific papers, 
which, taken together, represent a summing- 
up of the scientific advances of psychiatry 
for the current year. Members of the pro- 
fession throughout the state mental health 
and hospital systems rely heavily on the 
APA annual meeting to keep abreast of 
professional developments. 

KENNETH E. Appet, M. D. 
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COMMENT 


In the vexed question of the qualifications 
and conditions for the practice of psycho- 
therapy it is of interest to refer to the situa- 
tion in the State of Michigan. 

In response to a request addressed to 
Dr. J. Earl McIntyre, Executive Secretary 
of the Michigan State Board of Registration 
in Medicine, for a copy of the Opinion of 
the Attorney General of that state concern- 
ing the practice of psychotherapy, the fol- 
lowing letter was received from Dr. McIn- 


tyre: 


Dear Dr. Farrar: 

We have your letter requesting a copy of 
the Attorney General’s Opinion regarding the 
practice of psychotherapeutics in Michigan. 

We are happy to enclose a copy for your 
information and are setting forth a few per- 
tinent comments. I feel very strongly in this 
matter and you may certainly use my name 
in conjunction with the publication of this 
letter or any part you may wish to quote in 
your Journal. 

The infringement on the part of lay 
groups in Michigan had reached the point 
where action was necessary. Actually, there 
was no change or addition to our Medical 
Practice Act, but merely the written clarifi- 
cation from the Attorney General’s Office 
that the practice of psychotherapeutics is a 
part of the practice of medicine and requires 
registration and licensure by this Board. 

Last spring we had a very unfortunate 
tragedy at Michigan State College. The 
young wife of one of the students killed her 
two children. Afterwards it was brought out 
that she had gone to the College Psychology 
Counseling Center seeking help and, of 
course, the lay person or persons with whom 
she talked were not qualified and did not 
recognize the extent of her disturbance. One 
of our local psychiatrists definitely asserted 
that qualified and trained professional help 
in all probability would have averted this 
tragedy. 

This is only one example of the potential 
danger to the mental health and well being 


LAY PSYCHOTHERAPY 


of the public if lay individuals and/or groups 
are allowed to practice psychotherapy in any 
form or manner. Of all the fields of medi- 
cine this one is perhaps the most widely ex- 
ploited by lay groups. Unfortunately the 
public is misinformed or uninformed regard- 
ing the difference between a psychologist and 
a psychiatrist. No one would allow his gro- 
cer to remove his appendix; yet, they will 
submit to psychotherapy by a layman or so- 
called “psychologist” which is certainly just 
as disastrous. We are not referring to those 
groups in welfare or counseling work which 
pertains to family problems or marital diffi- 
culties and limit their activities to just that. 

As the examining and licensing Board in 
the State of Michigan, we have a responsi- 
bility to the sick public to determine as nearly 
as possible that the practice of medicine is 
limited to qualified registered and licensed 
doctors of medicine. A Ph. D. in psychol- 
ogy does not qualify a man to psychoanalyse 
or in any way treat mental ills. 

In conclusion, the Michigan State Board 
of Registration in Medicine will stand firm 
as set forth in the Attorney General’s Opin- 
ion that psychotherapeutics is a part of the 
practice of medicine and will discharge its 
duties and obligation to the mentally ill and 
sick public by administering the Medical 
Practice Act for the protection of the people 
of Michigan. 

Personally, as a member of the Michigan 
Board for twenty-seven years and a member 
of the Federation of State Medical Boards 
of the United States, I have been in a posi- 
tion to watch this gradual attempt at en- 
croachment upon the medical profession by 
lay groups. We must combat these activities 
or be prepared to sacrifice the standards 
which many of us have labored so long and 
hard to gain. 

If I can be of any further assistance, 
please do not hesitate to call on me. 

J. Eart McIntyre, M. D., 
Executive Secretary, 

Michigan State Board of Registration 

in Medicine. 
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Dr. McIntyre enclosed with his letter a 
copy of the Attorney General’s Opinion, 
which is subjoined. 


STATE OF MICHIGAN 
Frank G. Millard, Attorney General 


MEDICINE, PRACTICE OF 


The practice of psychotherapeutics consti- 
tutes the practice of medicine within the 
meaning of statute prohibiting the practice 
of medicine without a license. 


Opinion No. 1645 


J. Eart McInryre, M. D., Secretary, 
State Board of Registration in Medicine, 
201 Hollister Building, 

Lansing 8, Michigan. 


April 22, 1953. 


Dear Dr. McIntyre: 

By your letter of March 30, 1953, you 
have requested the opinion of the Attorney 
General on the question as to whether the 
practice of psychotherapy in any or all of its 
phases by nonmedically trained people con- 
stitutes a violation of Act No. 237, Public 
Acts of 1899, as amended, 14.539, Mich. 
Stat. Ann. 

The foregoing section defines the practice 
of medicine as “the actual diagnosing, curing 
or relieving in any degree, or professing or 
attempting to diagnose, treat, cure or relieve 
any human disease, ailment, defect, or com- 
plaint, whether of physical or mental origin, 
by attendance or by advice, or by prescribing 
or furnishing any drug, medicine, appliance, 
manipulation or method, or by any thera- 
peutic agent whatsoever.” 

We are advised that psychotherapeutics, 
psychotherapy, constitutes (1) psychiatry ; 
(2) mental therapeutics, mind-cure, or cure 
by making mental impressions or suggestions. 


Section 14.537, Mich. Stat. Ann., prohibits 
the practice of medicine or surgery in this 
state without a license, and the Attorney 
General is of the opinion that the practice 
of psychotherapy comes within the definition 
of the practice of medicine found in the 
statute. In the case of People v. Mulford, 
125 N.Y.S. 760, the treatment of ailments 
by suggestive therapeutics was held to be the 
practice of medicine. 

(Signed) 
Frank G. MILLARD, 
Attorney General. 


Over the years psychiatry has striven to 
merit a place in medicine on a par with other 
major branches, and not simply as a “spe- 
cialty.” Medical educators, looking upon the 
patient no longer as a machine that is out 
of order but as a sick person whose psychic 
and somatic status both must be taken into 
account, have shown increasing agreement 
that psychiatry is more than a specialty and 
is an integral part of the whole of medicine. 

For those who like their categories cut 
and dried, clinical dividing lines in psychiatry 
have shown a somewhat disconcerting tend- 
ency to become obliterated. Affective and 
schizoid states often overlap ; and “neurosis” 
and “psychosis” cannot be held as neces- 
sarily mutually exclusive diagnoses. From a 
central area occupied by the severest psycho- 
pathological conditions to the outer borders 
where situation reactions of all sorts shade 
off into troubled states that may be only a 
little below the level of sound mental health 
there are many gradations and transitions. 
All these are part of psychiatry and psychi- 
atry is part of medicine. It follows that their 
treatment is primarily medical or medically 
supervised treatment; psychotherapy is a 
part of such treatment. 


CERTAINTY OF KNOWLEDGE 


For my part, I have ever believed and do now know that there are witches. They that 
doubt of these do not only deny them, but spirits; and are obliquely, and upon consequence, 
a sort not of infidels, but atheists. . . . I could believe that spirits use with men the act of 
carnality, and that in both sexes. I conceive that they may assume, steal, or contrive a body 
wherein there may be action enough to content decrepit lust, or passion to satisfy more 
active veneries ; yet in both, without a possibility of generation. 


—Sir THomas Browne 
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NEWS AND NOTES 


SOUTHERN PsycuiaTric AssocilATION.— 
The annual meeting of the Southern Psychi- 
atric Association will be held at the Brown 
Hotel in Louisville, Ky., October 3-5, inclu- 
sive. Dr. George Southerland, 2218 North 
Charles Street, Baltimore, Md., is chairman 
of the scientific program and any members 
wishing to present a paper at the meeting 
should communicate with him at once. 

Officers of the Southern Psychiatric Asso- 
ciation are: Dr. John D. Trawick, president ; 
Dr. Joseph E. Barrett, president-elect ; Drs. 
Titus Harris and Frank Donaldson, vice- 
presidents ; Dr. Joseph L. Knapp, secretary- 
treasurer; and Drs. Wilmot S. Littlejohn, 
Cyril J. Ruilmann, and E. M. Robards, 
board of regents. 


Dr. McKerraAcHER, PROFESSOR OF Psy- 
CHIATRY, UNIVERSITY OF SASKATCHEWAN.— 
Several years ago Dr. D. G. McKerracher, a 
former staff member of the Toronto Psy- 
chiatric Hospital, was appointed Director of 
Psychiatric Services, Department of Public 
Health, Province of Saskatchewan. Having 
greatly expanded the existing services, he 
has now been appointed as the first Professor 
of Psychiatry and Chairman of the Depart- 
ment in the University of Saskatchewan at 
Saskatoon, as from July 1, 1954. 

Dr. McKerracher will continue as director 
of psychiatric services for the province, and 
the dual position offers exceptional possibili- 
ties for development of an integrated teach- 
ing and treatment program on a joint uni- 
versity and provincial government basis. The 
university will have professional supervision 
over the mental hospitals and clinics, and on 
the other hand the provincial service will be 
available for a teaching program supervised 
by the university. 

Hitherto, the University of Saskatchewan 
has provided instruction in the first and sec- 
ond medical years. It is expected that the 
third year medicine will get under way in 
September 1955. 


Co.orapo Psycuiatric HospitaL ExTen- 
SION.—A 2-story building, :o be connected: 


with the present Psychiatric iospital, is un- 
der construction in Denver. This addition, 
costing $261,000, will provide outpatient 
clinics for both children and adults rather 
than increase bed capacity in the main hos- 
pital. Foundations will be heavy enough to 
permit 2 additional stories to be added as 
may be required in the future. 

Approximately 1,000 patients are treated 
at the Colorado Psychiatric Hospital an- 
nually. It is hoped that inpatient admissions 
may be reduced by the added outpatient 
facilities. 


NEUROANATOMICAL SCIENCES AT THE Na- 
TIONAL INSTITUTES OF HEALTH.—Dr. Wil- 
liam F. Windle has been appointed chief of 
the Laboratory of Neuroanatomical Sciences 
of the National Institute of Neurological 
Diseases and Blindness, a division of the 
National Institutes of Health at Bethesda, 
Maryland. He will be responsible for the 
guidance and planning of the fundamental 
research program in neuroanatomy and will 
be able to continue his investigations into the 
problems of nerve regeneration. 

Dr. Windle has already made noteworthy 
achievements in this field. In 1948, he and 
Dr. William Chambers at the University of 
Pennsylvania, by administering a fever-pro- 
ducing dead bacterial agent, obtained regen- 
eration of nerve fibres in cats whose spinal 
cords had been severed. Prior to this, regen- 
eration of central nervous system tissue had 
been considered impossible. Further experi- 
ments showed that such cats could tem- 
porarily regain partial ability to walk. Fur- 
ther developments in this work may prove 
of great importance in the treatment of hu- 
man conditions where nerve tissue has been 
destroyed, among them: paraplegia, various 
types of cerebral palsy and epilepsy, and 
possibly multiple sclerosis. 

Dr. Windle was professor of anatomy and 
chairman of the department of anatomy of 
the University of Pennsylvania (1947-1951), 
a position he had also held earlier at the 
University of Washington. Previously he 
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was Director of the Institute of Neurology at 
Northwestern University. 


ARCHIVES OF CRIMINAL PSsYCHODYNAM- 
Ics.—This new quarterly psychoanalytically 
oriented journal, with Ben Karpman, M. D. 
as Editor and Melitta Schmidelberg, M. D. 
as Associate Editor, will be published by The 
Lord Baltimore Press, Inc., beginning in the 
spring, 1954. The editorial board will in- 
clude prominent workers in this field in the 
United States, together with foreign corre- 
spondents from Buenos Aires, Paris, Lon- 
don, and Tokyo. : 

The Archives of Criminal Psychodynam- 
ics will be devoted to the encouragement of 
research into the psychodynamics of anti- 
social and criminal behavior, the interpreta- 
tion and dissemination of existing knowledge 
of the subject, improvement of legal and 
humane understanding of the relations be- 
tween the criminal and society, and the bet- 
terment of the condition of the criminal as 
an individual. It will publish original articles 
dealing with all phases of antisocial and 
criminal behavior and will attempt to cor- 
relate these with other psychiatric and extra- 
psychiatric disciplines such as_ sociology, 
criminology, anthropology, biology, and med- 
icine as they appear to relate to the problem 
of antisocial behavior. 

Inquiries and manuscripts should be di- 
rected to the Editor, Ben Karpman, M. D., 
Station L, Washington 20, D. C. 


Worip Mepica, JouURNAL.—The World 
Medical Association has initiated the publi- 
cation of its official Journal, the World 
Medical Journal, the first number of which 
appeared in January 1954. The new publica- 
tion contains original articles, particularly of 
world-wide interest, organizational news, let- 
ters from member countries of the W.M.A., 
together with editorials and miscellaneous 
news items. The World Medical Journal is 
published bimonthly under the editorial di- 
rectorship of Dr. Austin Smith, editor of 
the Journal of the American Medical Asso- 
ciation. The editorial board includes Dr. 
Paul Cibrie, Dr. Hugh Clegg, Dr. Lorenzo 
Garcia-Tornel, and business manager Louis 
H. Bower. 

The publication office is at the headquar- 


ters of the W.M.A., 345 East 46th Street, 
New York City 17, N. Y. Subscription price 
is $5.00 yearly. 


THE AMERICAN NEUROLOGICAL AssocIA- 
TION.—The seventy-ninth annual meeting of 
the American Neurological Association will 
be held at the Hotel Claridge, Atlantic City, 
N. J., June 14-16, 1954, under the presidency 
of Dr. Roland P. Mackay. 

Correspondence may be addressed to the 
secretary and editor of the Transactions, 
Dr. Houston Merritt, 710 West 168th St., 
New York City 32, N. Y. 


SeEcoND ANNUAL SPRINGFIELD PsyCHo- 
LOGICAL WorKSHOP.—Topic of this work- 
shop, to be held at Springfield State Hos- 
pital, May 21-22, 1954, will be “The Bender- 
Gestalt as a Projective Technique.” Dr. Fred 
Brown, chief psychologist at Sinai Hospital, 
New York, will lecture. 

Fee for the course is $5.00 per person. 
Inquiries should be addressed to Dr. Michael 
H. P. Finn, Chief Psychologist, Springfield 
State Hospital, Sykesville, Md. 


SoctaL REHABILITATION Course AT Lou- 
ISIANA STATE UNIverRSITY.—Dr. Maxwell 
Jones, Director of the Social Rehabilitation 
Unit at Belmont Hospital, London, England, 
was a guest of the L.S.U. Department of 
Neuropsychiatry and of the Louisiana De- 
partment of Institutions during the month 
of February 1954, when he conducted a 
series of lectures and seminars centering 
around his work at Belmont Hospital where 
he has 100 severe personality pattern dis- 
orders under treatment. 

Dr. Jones lectured to groups including 
psychiatrists, psychologists, social workers, 
nurses, aides, occupational therapists and 
others at Charity Hospital in New Orleans, 
and at the three mental hospitals. His work 
is regarded as a great contribution in the 
area of social psychiatry. 


GENERAL SEMANTICS: ELEVENTH SUM- 
MER CoursE.—This seminar workshop, to 
be held at Bard College, Annadale, New 
York, August 14-29, 1954, will offer a basic 
course in general semantics, and will be con- 
ducted by a group of co-workers, who stud- 
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ied under Alfred Korzybski and who are 
well known in the field. There will be 100 
hours of lectures, demonstrations, laboratory 
training, discussion and drill, group and in- 
dividual work. 

Enrollment is limited to 40, and early reg- 
istration is requested. Teachers, research 
and other professional workers, and univer- 
sity students are eligible for tuition reduc- 
tions. Address inquiries to Institute for Gen- 
eral Semantics, Lakeville, Conn. 


Nurses INSTITUTE ON ALCOHOLISM.— 
The Yale Center of Alcohol Studies, in con- 
junction with the Yale University School of 
Nursing and the Connecticut League for 
Nursing, will hold a Nurses Institute on 
Alcoholism July 29 through July 31, 1954, 
at the university. Sessions are planned to ac- 
quaint a limited number of registered profes- 
sional nurses with the nature and extent of 
alcoholism and with theories concerning the 
etiology of addiction, with particular empha- 
sis on the role of the nurse in interpreting to 
patients and their families the nature of al- 
coholism and the necessity for securing spe- 
cialized assistance following hospitalization 
for acute intoxication. 

The course will consist of lectures and dis- 
cussion periods. The staff will be drawn 
from the faculties of Yale University and 
other institutions. 

For further information address inquiries 
to Yale Center of Alcohol Studies, 52 Hill- 


house Avenue, Yale Station, New Haven, 
Conn. 


ALFRED KorzysBsK1 MEMorIAL LECTURE. 
—Prof. F. S. C. Northrop, of the depart- 
ments of law and philosophy, Yale Univer- 
sity, delivered the 1954 Alfred Korzybski 
Memorial Lecture at the Carnegie Endow- 
ment International Center, New York City, 
April 23, 1954. 

Dr. Korzybski was founder of the Insti- 
tute of General Semantics, sponsors of the 
annual lecture. 


TRAINING AND RESEARCH OPPORTUNI- 
TIES.—Now available from the National In- 
stitute of Mental Health at Bethesda is the 
new edition of Training and Research Oppor- 
tunities under the National Mental Health 
Act, which has been revised to reflect recent 
policy changes with respect to traineeships 
and research fellowships. In addition to 
traineeships available in psychiatry, psychi- 
atric nursing, psychiatric social work, and 
clinical psychiatry, a fifth area known as 
“public mental health’ has been added. 
Traineeships in public mental health are 
available to psychiatrists, clinical psycholo- 
gists, psychiatric social workers, public health 
nurses with undergraduate degrees, and pub- 
lic health officers. 

Single copies of the pamphlet may be ob- 
tained free of charge by writing the National 
Institute of Mental Health, Bethesda 14, Md. 


AEQUINIMITAS 


Neither the nature nor the amount of our work is accountable for the frequency of our 
breakdowns, but their cause lies rather in those absurd feelings of hurry and having no 
time, in that breathlessness and tension, that anxiety of feature and that solicitude of re- 
sults, that lack of inner harmony and ease, in short, by which the work with us is apt to be 
accompanied, and from which a European who would do the same work would, nine out of 


ten times, be free. 


And Osler added: “Es bildet ein Talent sich in der Stille.” 


JAMES 
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BOOK REVIEWS 


Tue PsycHOLOGY AND PSYCHOTHERAPY OF OTTO 
Rank. By Fay B. Karpf. (New York: Philo- 
sophical Library, 1953.) 


Rank’s historical place in the psychoanalytic 
movement is at last available to us. His contribu- 
tions previously failed to receive deserved attention 
because the German technical notes were difficult 
to formulate. 

The author, Dr. Karpf, is a social psychologist. 
As a teacher of social research in the ’thirties, she 
felt that social workers should undertake psycho- 
therapy with their clients. Where to look for guid- 
ance? She went to the Psychological Center in 
Paris. There Rank started her personal analysis, 
later to be completed in New York when they col- 
laborated in teaching. 

Rank early in the Freudian movement had de- 
voted himself to the nonmedical side of psychoana- 
lytic investigation, with encouragement by Freud. 
Today though, Dr. Karpf complains, the Freudians 
are training only physicians who intend to specialize 
in psychoanalysis, whereas others who need basic 
knowledge of psychodynamics have difficulties in 
understanding Freudian theory. She refers to gen- 
eral psychiatrists, clinice] psychologists, group dis- 
cussion and group therapy leaders, educators, social 
and cultural scientists. 

Rank’s “positive, constructive” philosophy, in 
Dr. Karpf’s opinion, is more suitable for North 
America than Freud’s “negative, reductive and 
closely knit authoritarian viewpoint.” Varied de- 
velopments linked themselves, directly or indirectly, 
to Rank’s views, among them “short” therapy, 
“client-centered” therapy, “nondirective”’ therapy, 
relationship-oriented education and group discussion, 
service-oriented or functional counseling, and case 
work. 

The result of Dr. Karpf’s exhaustive study is a 
meaty presentation. Those who will not have an 
opportunity to read the book may want to know 
briefly some of Rank’s chief departures in psycho- 
therapeutic procedure: 


The give-and-take “relationship” of counselor and 
client determines the therapeutic process. Emphasis 
is shifted from specific content per se to the under- 
lying dynamics; pattern of reaction counts more 
than the reliving of single experiences. Rank’s spe- 
cial device of “end-setting” had historical impor- 
tance in the larger question of activity versus pas- 
sivity in therapy. He departs radically from the 
Freudian position in pronouncing “the will” the 
creative element in therapy. Consequently, “re- 
sistance” is not to be undermined as a hindrance 
to therapy but rather “encouraged, strengthened 
and directed” as “a constructive striving toward 
independence.” 

He said that instinct was lifted into the ego 
sphere by conscious will which tames, directs, and 
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controls instinct. Just as the creative will represents 
the conscious expression of instinct, so emotion 
represents the conscious awareness of instinct. “In- 
hibition” in contrast to Freudian “repression” is a 
basic and increasingly autonomous internal process 
rather than a secondary and externally imposed 
factor. 

The “psychology of the unconscious” «nveils it- 
self as an attempt to deny the will in order to evade 
conscious responsibility. Will, inhibition and im- 
pulse are a triad of organizing principles in certain 
personality types, with will predominating in the 
creative type, inhibition in the neurotic type, and 
impulse in the antisocial type. To Rank creative 
expression is the core of the therapeutic process. 
He objects to the term “sublimation” ; artistic ex- 
pression is an end in itself and the neurotic the 
artistic temperament that miscarries and fails to 
achieve it. 

Interdependence of the individual and the social 
order in which he comes to self-realization are 
stressed. The mother-child relationship being basic 
(in contrast to Freud’s Oedipus complex), “anx- 
iety,” “fear,” “relationship,” “ending,” and “separa- 
tion” in therapy take on a special significance. 


All issues are discussed critically with Freudian 
theory as a background for comparison. For in- 
stance, “Freudian psychology reduces man to a 
puppet... ”. 

Freud and Rank decided together that the birth 
process was the root of all fear: “that complex of 
painful feelings of a discharge of impulses, of pliysi- 
cal sensations, which results from danger to life is 
ever after repeated within us as a condition of 
fear.” Yet why did Freud discard this idea that 
birth trauma was basic? Was it that stressing the 
mother-child relationship would threaten the patri- 
archal structure of Freudian thought? In the latter 
presumably the father is “a figure of Godlike 
power,” “the masculine principle is not only pre- 
dominant, but man is made the measure against 
whom woman is appraised ... only in terms of 
negative characteristics.” Rank scoffs at the idea 
of “penis envy” as a general problem of women .. . 
“an instrument of Man’s procreative ideology .. . 
a conception which could only be advanced from 
the standpoint of masculine inferiority . . . rooted 
in man’s fear of woman. . . . This ‘inferiority com- 
plex’ Freud projected onto woman in order to save 
the crumbling ideology of his father-ideal . . . femi- 
nine psychology distorted, but correspondingly .. . 
masculine qualities appear exaggerated to the point 
of caricature in a libidinal superman. . . . In Freud’s 
. . . interpretation . . . of the highly individualized 
psychology of modern neurotics.” 

Yet while he punched holes in Freud’s “system,” 
Rank himself, if I may say so, showed bias toward 
the modern neurotic, whom he called “the frustrated 
artist type.” In his exaltation of woman as biologic 
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“creator in reality,” whereas man “creates only 
spiritually in unreality,” he proposed artistic crea- 
tivity as the important outlet for those frustrated. 

Releasing the neurotic’s creativity is only partial 
therapy. Of course, society as a whole may benefit 
by such creativity and the tensions of the neurotic 
with close family and friends may be mitigated. 
But is this creativity not distorted just as Freud’s 
psychology is “distorted by too much contact with 
the pathologic in human relations”? And does not 
this distortion in every aspect of life come partly 
from constitutional and other differences not defined 
by the social psychologist ? 

The reader will be stimulated and inspired to 
ask other as yet unanswerable questions when read- 
ing Dr. Karpf’s enlightening book on Otto Rank. 
She has done a fine job of orienting the reader 
toward Rank’s important position. The book should 
be well received. Any counselor or physician will 
find it broadening and as well it gives a specific 
point of view which will aid in establishing a thera- 
peutic relationship with patients. 

EstHER SOMERFELD-ZISKIND, M. D., 
Los Angeles, Calif. 


Dm ZeresraLeE ANGiocraPHIE. By H. Krayenbiihl 
and Hs. R. Richter. (Stuttgart: Georg Thieme 
Verlag, 1952.) 


This is a masterly, comprehensive book on cere- 
bral angiography. The senior author is an outstand- 
ing authority in the field. Technique, percutaneous, 
as well as surgical, approach, are discussed in de- 
-tail. The anatomy of the cerebral vascular system, 
the physiology of cerebral circulation, indications 
for and contraindications to angiography are thor- 
oughly covered. Extracranial vascular pathology as 
well as congenital and acquired pathology of the in- 
tracranial vessels are described in detail. Diagnosis 
of the various types of brain tumors is presented in 
superb, clear, and easily understood fashion, also 
hydrocephalus and skull and brain traumas. 

The illustrations are magnificent and of greatest 
didactic clarity and value. 

While the book is based on the large and most 
thoroughly studied material of the authors, the en- 
tire world literature on the subject is not neglected. 

Rapid serial angiography is less emphasized than 
would be expected. Lack of knowledge of the Ger- 
man language should not deter those working in the 
field from studying this excellent contribution since 
the illustrations speak for themselves. 

ALrrep GALLINEK, M. D., 
New York City. 


EINFUHRUNG IN DIE ENZEPHALOGRAPHIE (PNEUMEN- 
ZEPHALOGRAPHIE). Second Edition. By Dr. Med. 
Habil Otto Schiersmann, (Stuttgart: Georg 
Thieme Verlag, 1952. Price: DM 36.00.) 


This introduction to pneumoencephalography is 
a comprehensive presentation, not only of technique 
of pneumoencephalography and its diagnostic inter- 
pretations but also of its anatomical and physiologi- 
cal basis. All technical and diagnostic aspects are 
described in detail and obviously on the basis of 


wide personal experience. The differential diagnosis 
of brain tumors is presented with particular acumen. 
The book is amply and well illustrated. Extensive 
use of literature has been made. While his mono- 
graph undoubtedly covers its field very satisfactorily 
and is well documented, its content is known to the 
well-trained neurologist and neurosurgeon in this 
hemisphere, and the need for this new monographic 
survey of a subject so well studied and presented in 
the fairly recent past appears to be questionable. 
Atrrep GALLINEK, M. D., 
New York City. 


PsyCcHIATRY AND Mepicat Epucation. Edited by 
John C. Whitehorn, et al. (Washington, D. C.: 
American Psychiatric Association, 1952. Price: 


$1.00.) 


This book presents a general report of the Con- 
ference on Psychiatric Education, held at Cornell 
University, Ithaca, New York in June 1951, under 
the joint sponsorship of The American Psychiatric 
Association and the Association of American Medi- 
cal Colleges. The 1951 conference dealt only with 
undergraduate medical education, and a second con- 
ference in 1952, was devoted to graduate training in 
psychiatry. The conference did not consist of origi- 
nal papers, but of small informal discussion groups 
which evaluated the background data. The final 
report here presented offers “a fair perspective of 
the broadened scope of psychiatry and its current 
role in medical education, with some clear indica- 
tions of the direction of current progress.” Four 
previous conferences on psychiatric education held 
from 1933-1936, provided the historical background 
for the planning of the 1951 conference. 

The goal of medical education is the adequate 
preparation of physicians, and the “aim of psychi- 
atric teaching in the medical school is to prepare 
the medical student to deal intelligently and skill- 
fully with patients as persons, and to provide him 
with the basic knowledge of psychological and so- 
cial problems and resources in relation to health 
and disease.” Five major topics were considered in 
separate chapters: (1) community needs, (2) the 
student, his adaptation and progress, (3) the setting, 
the medical school as it exists today: biasis, defi- 
ciencies, potentialities, (4) general principles, con- 
tent, and methods of teaching psychiatry in the 
undergraduate medical period, and (5) administra- 
tive and integrative patterns of organization. Two 
additional chapters are devoted to the scientific 
foundations of psychiatry and include an excellent 
report by Dr. Norman Cameron on human ecology 
and personality in the training of physicians. Ap- 
pendices list the participants in the conference and 
also the preparatory documents separately available 
for those interested. 

“The first step in producing a good physician is 
the selection of a good medical student”—with this 
keynote, the chapter on the medical student discusses 
students’ personality traits, admission policies, the 
importance of premedical emphasis on the social 
sciences and liberal arts, the desirability of having 
psychiatrists on admissions committees, the need for 


3 
. 
é 4 
ig 
4 


872 


BOOK REVIEWS 


[ May 


closer liaison between medical faculties and pre- 
medical advisers, for medical teachers to be aware 
of the emotional needs of their students, and the 
principle that “treatment of students as mature in- 
dividuals will elicit mature behavior from them.” 
The emphasis on “more natural association between 
faculty and students so that the latter feel free to 
seek advice and assistance from the faculty member 
of their choice” is aimed to facilitate the student’s 
adjustments, personal and professional. 

The setting of medical education is taken up next. 
The historical development of medical training in 
the United States is outlined and the changing con- 
cept of human biology is discussed to show the in- 
dividual as a unified organism not isolated but inter- 
acting with the total environment. This implies a 
working understanding of the interrelationships of 
all the health sciences, and points up the problem of 
curriculum revisions and planning. “The conference 
suggested that time would be utilized more effi- 
ciently if obsolete and unimportant material were 
eliminated, and principles—as opposed to details and 
techniques were given greater emphasis.” The prob- 
lem is obvious in the two opposing philosophies cur- 
rently in medical schools—fragmentation vs. inte- 
gration. Fragmentation tends to perpetuate the con- 
cept of disease as a static isolated state, instead of a 
dynamic functional alteration which may lead to 
structural change. “Cooperative or interrelated 
teaching of clinical and preclinical subjects, ar- 
ranged on an inter-departmental as well as on a 
departmental basis throughout the medical curricu- 
lum, was considered desirable by the conference. 
Such teaching is not yet widely practiced in most 
medical schools.” One reason is the lack of com- 
munication between the basic scientists and the 
clinicians, in some instances even among clinicians 
themselves. 

The topic of teachers and teaching methods de- 
serves more discussion than is given to it. Empha- 
sized is the lack of training in education of most 
teachers in medical schools. Too often the M. D. or 
Ph. D. is the only requirement for such a teaching 
post. Teachers must like and want to teach, and 
must know how to teach. Perhaps seminars by pro- 
fessional educators are necessary and the impor- 
tance of audio-visual techniques must not be over- 
looked. The question of possible interference of re- 
search with medical teaching is also discussed. One 
of the most interesting sections of this chapter is 
the enumeration of educational methods used to 
overcome the handicaps of modern hospital practice. 
Various plans currently used are presented whereby 
the student may study patients over an extended pe- 
riod and “in their home environment, where the 
emotional components of chronic and acute illness 
can be observed more effectively than on the wards 
or in the outpatient department. The application of 
home care services and long continued follow-up can 
demonstrate realistically many of the sociologic 
problems—such as poverty, delinquency, family 
strife—that contribute to illness, and can reveal the 
importance and value of utilizing auxiliary facilities, 
such as social service, public health nursing services, 
the courts, etc.” 


The chapter on administrative organization in the 
medical school more specifically attempts to deal 
with psychiatric teaching, but is aimed at integration 
of the total educational structure. “What is to be 
correlated is information, and not courses, not teach- 
ers, not students, not schedules—where this cor- 
relation must occur, if it is to occur, is in the mind 
of someone; that for a student to correlate two 
facts, he must already possess both facts; that this 
process can be accomplished either by the student’s 
unaided efforts, or by the student with the aid of a 
teacher who has already made the correlation him- 
self and brings it to the student’s attention.” Thus, 
“integration of the curriculum is held to be essential. 
This implies: a faculty made up of individuals ca- 
pable of pooling their philosophical, scientific, and 
professional resources in a team relationship; de- 
partments organized and functioning so that their 
resources of personnel, equipment, space, and re- 
search and service responsibilities can be pooled in 
a team relationship; and an administration inter- 
ested in operating in a milieu favorable to such re- 
lationships.” Twenty-two specific patterns of inte- 
gration and examples of correlation are presented. 

The functions and responsibilities of the medical 
school dean, and specific administrative provisions 
to set up committees on curricular reorganization 
are discussed, likewise the importance of adequate 
control of staffing and facilities of affiliated hos- 
pitals by the medical school. Surprisingly, nowhere 
in this entire report is the chairmanship of a medi- 
cal school department discussed. Since this is a key 
link in the chain of command from dean to teacher 
to student, this oversight should be considered by 
future conferences. It is important to note that 
usually the means employea by administrative offi- 
cers in dealing with the faculty is reflected in how 
the faculty deals with the student. Principles com- 
monly utilized by psychiatrists can be of service in 
the complex interpersonal relationships of the medi- 
cal school. 

The place of psychiatry in integrative teaching is 
to train doctors who are reasonably competent in 
dealing with bio-social factors, and not to make psy- 


chiatrists of every student, also to “help in the train- 


ing of professionals in health fields other than medi- 
cine.” The aim of undergraduate teaching is “to 
equip the student with a reasonably adequate knowl- 
edge of the facts of human nature . . . to familiar- 
ize him, through representative clinical experience, 
with the most common and the most important 
problems of patients as persons, and to cultivate in 
him at least rudimentary skill and judgment in man- 
aging the doctor-patient relationship.” Specifically, 
it should develop in the student: (1) the ability to 
interview, i.e., to obtain a good medical history; 
(2) the ability to evaluate the condition of patients 
who may be expressing their distress in physical, 
psychological, or social symptoms. This presupposes 
an ability to differentiate between normal, neurotic, 
psychopathic, psychotic, and intellectually defective 
behavior; and (3) an understanding of what the 
nonpsychiatric physician can and should do, and 
what he cannot and should not do in the treatment 
of the mentally sick patient. Current teaching prac- 
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tices of various departments of psychiatry are dis- 
cussed. The most common pattern consists of didac- 
tic lectures, clinical clerkships with inpatients and 
outpatients, and clinical discussions or seminars on 
specific topics or of particular cases. Certain aspects 
of psychiatry must be taught exclusively by the de- 
partment of psychiatry; however, in other areas, 
psychiatry can be best taught in cooperation with 
other departments. These include (1) psychiatric 
aspects of medical and surgical diseases, (2) growth 
and development, (3) reaction to social or inter- 
personal milieu in health and disease, (4) preven- 
tive psychiatry and mental hygiene, (5) physical 
aspects of psychiatric disorders, (6) periods of 
stress (menopause, death in family), (7) the pa- 
tient-physician relationship, and (8) interviewing 
and history-taking. 

Although this review may indicate that psychiatry 
was discussed mainly as integrated with other medi- 
cal disciplines, the chapter written by Dr. Norman 
Cameron on “Human Ecology and Personality in 
the Training of Physicians” presents the broader 
correlation of psychiatry with the social sciences 
and points out that “the material from cultural an- 
thropology, psychology and sociology .. . should 
be included in undergraduate medical teaching.” 
This chapter should be read in its entirety by those 
interested in undergraduate medical education. 

The final chapter deals with the community and 
the physician. The changes resulting from indus- 
trialization, urbanization, suburbanization, changes 
in value systems, centralization, migration, and 
changes in traditional institutions, such as the fam- 
ily, are apt to be reflected in emotional tension, 
anxiety, and conflict, to which some persons respond 
with impaired health. Presented is a summary of 
700 replies to a questionnaire sent to various com- 
munity leaders, requesting opinions regarding com- 
mon emotional needs which they considered the 
proper concern of the physician, and the adequacy 
with which doctors were meeting these needs. “The 
great majority of responses indicated that the physi- 
cian is expected to deal with emotional tensions and 
anxieties prevailing in our society ; successful medi- 
cal care is seen as being possible only if the physi- 
cian has knowledge of the effect of interpersonal 
relationships and social crises upon the individual, 
and also the skill and ability to coordinate medical 
efforts with those of other community agencies, 
such as social agencies and the clergy. Many re- 
sponses included a plea for better training of fu- 
ture physicians in this respect.” The demand was 
emphasized that the physician assume more re- 
sponsibility in preventive medicine, health education, 
and health counseling. This is as important as care 
for the physical ills of individuals. Stressed is the 
point of view that narrow professional jealousies 
must not deter medicine from meeting its responsi- 
bilities as a profession and as a cooperating member 
of group effort. 

The reader may feel at first that this report is too 
general, but careful reading will correct this impres- 
sion. The material is well organized and presented in 
nontechnical language. The report is evidence of the 
enormous task accomplished by the members of the 


conference and the editorial staff. The integrated 
approach to medical education is the ideal to be 
aimed at. Three specific aspects not covered in the 
report were the utilization of psychiatric services 
in general hospitals for training purposes, teaching 
fundamentals of psychotherapy to medical students, 
and the internship, which is considered by many 
schools as the fifth year of medical education. These 
however may not have been within the scope of the 
conference. This book is recommended most highly 
to teachers and students and to all who are inter- 
ested in newer developments in medical education. 
Students may gain from it an understanding of the 
problems confronting their teachers, and the prog- 
ress made in their solution. 
Georce H. Potrocx, Px. D., M.D., 
University of Illinois College of Medicine. 


Tue Trav or Georce Cievery Hearn. 
(NoraBLe British Triats Serirs, No. 78.) 
Edited by McDonald Critchley, M.D. (Glas- 
gow: Wm. Hodge & Co., Ltd., 1951. Price: 
15/—). 

In this interesting case, reported in extenso, the 
plea of insanity did not save a murderer from suf- 
fering the consequences of his crime. 

The defendant, Heath, killed Mrs. Margery Gard- 
ner on the night of January 20-21, 1946, in a room 
in a hotel where he had registered for husband and 
wife. Heath disappeared and his victim’s nude body 
was found next day. She had died of suffocation, 
probably from being gagged. She had been lashed 
terribly with a whip, the nipples had been bitten 
and nearly severed, and the vagina showed an exten- 
sive tear caused by the violent introduction of some 
blunt instrument. 

Two days later Heath wrote to Scotland Yard 
giving a false account of the killing which he at- 
tributed to a nonexistent person whom he called 
“Jack.” Going to another city he became friendly 
with a Miss Doreen Marshall. They were last seen 
together on July 3. On July 8, Miss Marshall’s 
nude body was found on the outskirts of the city. 
It had been savagely mutilated as in the other case. 

Heath had been apprehended on July 5; he was 
taken to London, charged with the 2 murders, and 
committed for trial. 

At the trial, in connection with the first murder, 
the prisoner pleaded “not guilty.” The counsel for 
the defense did not question the facts offered in evi- 
dence by the Crown but told the jury that the de- 
fense would be “partial insanity.” Admitting that 
Heath’s was the hand that killed the 2 women, coun- 
sel held that “his mind was not behind the hand” 
and that therefore “not being guilty in mind he was 
not responsible for his actions.” 

Psychiatrist W. H. de B. Hubert, called by the 
defense, expressed the opinion that the accused was 
certifiable as a “moral defective.” The Criminal 
Justice Act states that moral defectives are “per- 
sons in whose case there exists mental defectiveness 
coupled with strongly vicious or criminal propensi- 
ties and who require care, supervision and control 
for the protection of others. . . . Mental defective- 
ness means a condition of arrested or incomplete de- 
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velopment of mind existing before the age of 18 
years, whether arising from inherent causes or in- 
duced by injury.” 

Dr. Hubert was compelled to admit that there was 
no evidence of vicious or criminal tendencies prior 
to the age of 18; and then, with some help by coun- 
sel, he reluctantly abandoned the diagnosis “moral 
defective” and substituted that of “moral insanity.” 
This condition, he believed, was present before age 
18, which age, moreover, was “purely arbitrary.” 
He defined “moral insanity” as the condition of “a 
man who is not able to appreciate the difference be- 
tween right and wrong, and particularly does not 
fully appreciate that other people do not hold his 
views.” He referred somewhat irrelevantly to homo- 
sexuality and suggested that Heath had exhibited 
depraved tendencies such as would constitute moral 
delinquency. On the whole Dr. Hubert’s evidence 
was not very convincing. 

In rebuttal, Dr. H. A. Grierson, senior medical 
officer at Brixton Jail, testified that he did not con- 
sider the prisoner insane, though perverted and 
sadistic. All the offences other than the murder, 
e.g., several instances of fraud, including impersona- 
tions, had been advantageous to the accused. An- 
other medical witness gave similar evidence. The 
whole question narrowed down to this: Did the 
defendent know that what he was doing was wrong? 

The summing-up by Mr. Justice Morris was de- 
tailed and fair-minded. The jury, after retiring for 
an hour, returned a verdict of “guilty.” The accused 
did not appeal. On October 26, 1946, Heath was 
hanged. 

British justice had been served at the expense of 
only 2 days trial time. 

A valuable feature of this report is the introduc- 
tion by the editor, Dr. Critchley. Here he makes an 
admirable analysis of the problems involved in the 
Heath case. He dealt with such questions as that 
of psychopathic personality (Heath had been re- 
ferred to as a psychopath) and the variance of 
definition, with the concepts of “partial insanity” 
and “irresistible impulse,” and with the Sccttish le- 
gal conception of “modified responsibility.” In this 
connection he raised the issue of special colonies or 
institutions for the detention and treatment of psy- 
chopaths under indefinite sentence. 

As for a criminal psychopath such as Heath 
Dr. Critchley observes—and his last 10 words might 


well be italicized—“Common sense teaches that be-~ 


cause a person fails to look ahead and view in a 
normal fashion the consequences of his actions he 
cannot be held irresponsible. Because his immediate 
desires are strong—stronger perhaps than in the 
average person—this does not absolve him from the 
necessity of exercising all the greater restraint. He 
owes it to society to curb his proclivities, and who 
is the psychiatrist to say that he cannot?” 
F. C. Autp, Q.C., M.A., D.C.L., 
University of Toronto. 


Tue INTEGRATION OF BeHavior Vo. I, Basic Postu- 
LaTes. By: Thomas M. French, M.D. (Chi- 
cago: University of Chicago Press, 1952. 


Price: $5.00.) 
Despite its novelties, those who approach this new 
book expecting a de-canonization of Freud will be 


disappointed. The brief bibliography contains 21 
references to Freud and nowhere does the author 
give the feeling that, by intent at least, he is de- 
parting from psychoanalytic orthodoxy, but rather 
that he is confirming and elaborating established and 
time-tested truths. Nevertheless, in “Basic Postu- 
lates,” the first volume of a series, Dr. French has 
made a bold effort to establish psychoanalysis on a 
firm scientific basis and has introduced many con- 
cepts from the fields of neurophysiology and ex- 
perimental psychology, notably Gestalt and field 
psychology. 

The readers of this book will, generally speaking, 
fall into three groups. First, will be those who 
agree. A second group will agree in part, but will 
deplore the author’s peculiar emphasis, astonishing 
omissions from basic psychoanalytic concepts, and 
questionable innovations. And then there will be 
those who are still skeptical of psychoanalytic 
theory and practice. This last group will have found 
very little in the book to shake their conviction that 
psychoanalysis is not yet on a scientific basis, and 
that it is little more than a de-conditioning technique 
(Freud called it “re-education” ) ; that “successful” 
dream interpretations are always the ones with the 
hardest-hitting de-conditioning impact, and that for 
this purpose not only the patient’s dreams, but con- 
ceivably anybody’s dreams, or even chance excerpts 
from the Encyclopaedia Britannica, might be made 
to serve as well (depending upon the credulity of 
the patient and his wish to cooperate with this hyp- 
nosuggestive technique). Skeptics will still maintain 
that there are no “free associations” and that the 
active role of the analyst, subtly communicated, is 
at the root of the business. (“He was quickly 
through with his associations; so the analyst tried 
to help him out. She suggested that perhaps .. .” 
(p. 81). A fair sprinkling of such slips in extended 
case reports such as those in this book are always 
of interest to the skeptic.) Moreover, the skeptic 
will continue to remain unimpressed by the much- 
vaunted Freudian mechanisms and will attribute 
their apparent novelty to the lack of liberal arts 
background in premedical education. He will con- 
tinue to maintain that psychoanalysis is occasionally 
useful, occasionally dangerous, that it is always un- 
happy in its narrow emphasis and preoccupations, 
and potentially harmful in virtue of its implied 
philosophy, that is, its concept of man, man’s goals 
and the nature of the good, or what is worth striv- 
ing for. (Of the 20-odd original founders of the 
psychoanalytic movement in Vienna, 5 were sui- 
cides.) Certainly this present book will not change 
the skeptics’ rejection of psychoanalysis as a science 
on methodological grounds. In common with much 
psychoanalytic literature, it is filled with impene- 
trable mysteries, “explained” by being given solemn 
names. “Absorptive pressure of sleep” (p. 194), as 
an example, sounds scientific, but is it? (The text 
bristles with terms like “motivating pressure,” “in- 
tegrative span,” “cognitive mechanisms,” etc.) Has 
anything been gained conceptually? Have we been 
led to an increase in real knowledge? Dr. French 
is obviously at home in the rigorous disciplines of 
neurophysiology and experimental psychology and 
draws freely and perceptively upon the work of 
Dembo, Dollard, Hull, and Tolman, among others. 
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But has there been a true wedding of this unim- 
peachable science with psychoanalysis? Has there 
been an organic assimilation? Or is this material 
used to illustrate doctrine by way of analogy, as 
the religionist will use scientific illustrations to 
clarify catechetical points? The skeptic will feel 
that much of the white-coated science in this book 
belongs to this category. Time and again, after a 
happy start, the author will come up with something 
like, “Freud taught us that every dream and every 
neurotic symptom is the fulfillment of a wish,” 
(p. 6). Is it? Is it so because Freud said so? This 
is the authoritarian, not the scientific approach and 
completely lifts the subject from scientific contro- 
versy. After rubbing elbows with neurophysiolo- 
gists page after page, the author in a disconcerting 
way will suddenly “regress” to the eighth century, 
methodologically speaking, for the dogmatic mate- 
rial in this book is not open to review or discus- 
sion, but must be accepted or rejected by faith. 

Where does all this lead? Has Basic Postulates 
made a contribution, or has it not? Perhaps the 
present psychoanalytic ferment will bring into being 
something like an authoritative group with con- 
ciliary powers to establish a fixed canon, according 
to which Dr. French may or may not be found in 
heresy (although he will be getting just as good re- 
sults as anybody else.) 

These strictures (the secret is out; this reviewer 
is a skeptic) should not detract from the fact that 
Basic Postulates is a very important book, that it 


represents years of thought and work, and reflects 
an author of serious purpose and integrity. No- 
where is there a hint of the misanthropic spying 
that mars some psychoanalytic literature. Perhaps 
his theory of physiological absorption, his emphasis 
upon play, and his concept of the ego as a guiding 
integrative field, among others, are permanent con- 


tributions. Possibly the only criticism, and it is 
hardly that, is that he is ahead of his age. Here he 
would resemble Leonardo da Vinci—and possibly 
Freud. The invention of the electron microscope 
during the humeral period of medicine would have 
led to some highly intc resting but certainly confus- 
ing results. 

Dr. French has set his sights high. He is inter- 
ested in the integrative processes and their fate 
under stress “in rational behavior, in neurosis and 
in dreams.” One can only wish him well in his 
courageous and, one suspects, lonesome scientific 


Odyssey. 
H. K. Jounson, M.D., 
Orangeburg, New York. 


PsyYCHOSEXUAL FUNCTIONS IN WoMEN. By Therese 
Benedek, M.D. (New York: The Ronald 
Press Company, 1952. Price: $10.00.) 


In this book Therese Benedek presents the re- 
sults of her studies, the greater part of which, 
namely 11 of the 15 chapters, had been published in 
1942 by the author in collaboration with the endo- 
crinologist, Boris B. Rubenstein, in the form of a 
monograph. The object of this investigation was to 
find a correlation between physiological signs of 


ovarian hormone production, on the one hand, and 
emotional reactions in womén on the other. 

For the estimation of hormone production the au- 
thors relied mainiy on the vaginal smear method as 
devised by Papanicolaou, although slightly modified. 
It will be recalled that this method differentiates the 
cells during the various phases of the menstrual 
cycle and shows the influence of estrogenic hormone 
and of progesterone on the vaginal epithelium. In 
addition, daily measurements of body temperature 
were taken and the significant rise which occurs at 
the time of ovulation and indicates progesterone 
secretion during the second half of the cycle, was 
recorded. 

Independently of these tests the patients were 
studied by psychoanalysts in day-to-day sessions. 
Of the 15 cases presented, 4 were analysed by 
Dr. Benedek and the treatment was supervised by 
her in 5 additional cases. The analyst was not aware 
of the histological findings at the time of his ses- 
sions with the patient. The women were taught to 
make their vaginal smears, which then were dried 
and stained by a technician. Altogether 152 sexual 
cycles were studied and data were presented for 
2,261 days on which microscopic and psychiatric 
examinations were done. 

The authors “started as sceptics—the psychoana- 
lyst and the physiologist—each suspicious of the 
scientific merit of the other’s method.” Nevertheless, 
the psychiatrist soon noticed definite emotional pat- 
terns during the sexual cycles and on the basis 
thereof made predictions concerning the hormonal 
status, which then were compared with the result 
of the physiologic examinations. These predictions 
appeared to be correct in a large number of in- 
stances. Dr. Benedek states that 2,128 predictions 
were correct and even if one wishes to discard 71 
of these for reasons given, the number of errors 
would only amount to 9%. 

Briefly, the author associates a high estrogen level 
with active heterosexual libido and a high proges- 
terone level with a passive and receptive sexual 
drive with the libido turning toward the patient’s 
own body. At about the time of ovulation and 
shortly thereafter, when both hormones are active, 
these tendencies “fuse, to create the highest integra- 
tion of the sexual drive.” In the last, the premen- 
strual phase, dependence and regressive changes 
dominate. 

These psychodynamic tendencies are by no means 
easily recognisable through simple statements of the 
patient. They are evaluated on the ground of all the 
conscious and unconscious material available and 
interpreted psychoanalytically. These investigations 
comprise not only normal cyclical psychosexual 
functions but also the changes occurring in the 
menopause, during disturbances of development and 
in the mother-child relationship. 

Undoubtedly, the endocrinological data are 
limited. Additional insight might have been gained 
if it had been possible to make day-to-day studies 
of hormone excretion and to determine the presence 
and amount of additional hormones. For instance, 
no attempt has been made to measure the level of 
androgens in the patients, although these are known 


| 
$f 
: 
_ 
4 
- 
* 
‘has: 
ive 
- 
4 


876 BOOK REVIEWS 


[May 


to have a strong influence on libido and sexual 
responsiveness. 

It is certain that the case histories would be in- 
terpreted differently by other investigators. How- 
ever, the area of mutual agreement will probably 
be large. This makes the remarkable book even 
more important. 

ALEXANDRA ADLER, M.D., 
New York University College of Medicine. 


PsYCHIATRY AND THE Law. By Manfred S. Gutt- 
macher, M.D. and Henry Weihofen, J. D., 
J.S.D. (New York: W. W. Norton & Co., 
1952. Price: $7.50.) 


Much has been said of the difficulties of reconcil- 
ing the separate viewpoints of law and medicine in 
issues where both are involved, especially issues in 
which psychiatric questions arise. This book, repre- 
senting the joint efforts of the chief medical officer 
of the Supreme Bench of Baltimore and the pro- 
fessor of law at the University of New Mexico, 
offers substantial aid in resolving these difficulties. 
It constitutes therefore a guide to both doctors and 
lawyers in their respective forensic functions to 
the end not only that they may work together more 
understandingly but that they may better serve the 
interests of patients and clients, the court and the 
public. It is the first time that qualified exponents, 
one of law and one of psychiatry, have thus col- 
laborated to produce a common guidebook. Therein 
lies its particular value. 

The first 200 of the 460 pages of text are given 
over to an outline of clinical psychiatry, with com- 
ments on behavior irregularities associated with va- 
rious pathological conditions that may have legal 
implications. Illustrative case histories bring out 
the important points. Thus are dealt with in sepa- 
rate chapters, first the psychoneuroses, then, in 
order, manic-depressive and schizophrenic psycho- 
ses, psychopaths, sex offenders, organic brain dis- 
orders, and congenital intellectual deficiency. The 
clinical descriptions conform in general to the lat- 
est “dynamic” teaching, but occasionally it may be 
that the authors in their conscientious purpose to be 
modern may slightly confuse the historically minded 
reader, 2s when they say that psychiatry—not just 
modern psychiatry—‘“is almost wholly a twentieth 
century science.” They are not misled, however, 
into “overconfidence in the validity of psychiatric 
judgments.” This admonition is chastening and 
wholesome: “The problem [of human behavior] is 
so complex and our skills are still so incomplete that 
much of the time we have to rely on opinion and 
conjecture rather than on knowledge.” 

In discussing psychopaths before the law, Gutt- 
macher and Weihofen express themselves as “com- 
pletely out of sympathy with those who maintain 
that all criminals are sick people and should be 
treated as such. Stretching the concept pf mental 
disease to encompass all the socially maladjusted 
makes it practically meaningless.” 

Concerning sex offenses the authors offer a quot- 
able statement: “There is doubtless no subject on 
which one can obtain more definite opinions and less 


definite knowledge.” But they seem to express a 
definite opinion with which one may or may not 
agree: that sex crimes against children are “nearly 
always” the result of impulses which the offender is 
“incapable of understanding and controlling.” (Here 


- we have the mischievous irresistable impulse creep- 


ing in.) Legislative inconsistency between states is 
illustrated by the fact that homosexual acts between 
adult males in New York are subject to a maximum 
penalty of 90 days in jail (reduced from 2 years in 
prison), while in California the penalty is 20 years 
in the penitentiary (increased from 10 years). 
Here is argument for a uniform criminal code for 
all the states such as exists in Canada. Amusingly 
the authors suggest that the courts might prudently 
drop interest in the mouth-genital types of sexual 
aberration “which belong, if anywhere, in the prov- 
ince of religion.” Disciples of Ligorio and Sinis- 
trari will welcome that suggestion. The chapter on 
sex offenders indicates the current legislation in the 
various states. 

The second half of this book is devoted to the 
practical aspects of forensic psychiatry. The au- 
thors discuss the qualifications of the expert witness, 
the scope and limitations of his functions, and offer 
guidance as to what he should, may, or may not do 
in the witness box. At the same time there is advice 
for the cross-examining attorney who is counselled 
to confer with his own expert as to the psychiatric 
points in the case in advance of his examination of 
the witness. The tricks of the trade are not omitted. 
Three methods of attacking in cross-examination a 
witness called as an expert are detailed: (1) to 
disqualify him; (2) to disparage his qualifications ; 
(3) to question his diagnosis. Such a witness, if 
not a diplomate of the American Board of Psychi- 
atry and Neurology, may be disposed of by measur- 
ing him against the requirements of that Board. 
Considerable space is given, in this section, to the 
art of cross-examination. 

A separate chapter is titled “Eliminating the 
Battle of the Experts.” Current procedures in va- 
rious jurisdictions are cited. The excellent Massa- 
chusetts law for which Dr. Vernon Briggs was re- 
sponsible and which is named after him is described 
as a means that has proved satisfactory in doing 
away with the disgraceful exhibition of partisan ex- 
perts contradicting each other in court. An admir- 
able facility for furnishing the court with neutral 
psychiatric service is the official advisory court 
clinic such as the one in Baltimore of which the 
medical author of this book is chief medical officer. 
The operation of this clinic attached to the Supreme 
Bench of Baltimore is usefully described. 

In the matter of “privileged communications” it 
is interesting to note that while information ob- 
tained from their patients by licensed doctors may 
in some cases be regarded as privileged, lay psycho- 
analysts, if called to give evidence in court, may be 
forced to divulge confidential information concern- 
ing their patients. 

Two chapters at the end of the book are devoted 
to “Mental Disorder and the Criminal Law,” in 
which the authors seek to do justice to current psy- 
chiatric thinking and theory. There is ample dis- 
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cussion of the criteria of criminal responsibility. On 
this subject there has of late been considerable argu- 
mentation and the poor old M’Naghten Rules have 
been subjected to a severe drubbing, as has been 
their fate periodically during the 110 years that they 
have survived and served their purpose. The authors 
report that in a poll of some 300 American psychi- 
atrists 80% found the M’Naghten Rules unsatis- 
factory. But it is fair to note that no one had pro- 
posed more nearly infallible and practicable tests 
to replace them; and until psychological medicine 
can offer such tests the M’Naghten Rules have no 
alternative but to carry on. It should not be neces- 
sary at this late day to point out the fallacy of the 
so-called irresistible impulse test. The critics of the 
rules that the 15 British judges enunicated in 1843 
urge—and quite correctly—that it is impossible for 
an expert witness to look into the mind of the ac- 
cused and to state categorically whether he is able, 
for example, to distinguish between right and 
wrong. The critics want to penetrate more deeply 
into “motivation,” and especially into its “emotional” 
components; that is, they apparently want to re- 
place a vague concept by a still vaguer one. The 
emotional situation in the psyche of the accused at 
the time of the crime is about as slippery a mental 
image as is possible to conjure up—and as futile. 
It might be useful to remember that a perfect and 
watertight test of criminal responsibility is not to 
be achieved and that the best the expert witness can 
do is to give his opinion based upon such skill in 
observation and interpretation as he may possess. 
Sometimes the authors seem to speak disparag- 
ingly of the law as compared to the mental sciences. 
“In this field,” they say, “where science has made 
such immense progress, the law has stood still.” Can 
it be that we are—by ever so little—overproud of 
our mi-siecle psychiatry? The law is conservative 
and happily so. Psychiatry has not yet supplied the 
basis on which a change for the better can be made 
in criminal procedure in respect of criteria for the 
determination of responsibility. The skeptical atti- 
tuce of the New Hampshire judiciary points up the 


fact. 
C. B. F. 


I. PersPECTIVEs ON A TROUBLED Decape: SCIENCE, 
PHILOSOPHY AND RELIGION, 1939-1949: A Sym- 
POSIUM. Edited by Lyman Bryson, Louis Finkel- 
stein, and R. M. Maciver. (New York and 
London: Harper Brothers, 1950. Price: $5.50.) 


II. Socian Prostems. By W. Wallace Weaver. 
(New York: William Sloan Associates, 1951.) 


It is regrettable that certain books do not lend 
themselves readily or even at all for purposes of 
review. This is the case with these two very im- 
portant books. The first is enclyclopedic in scope, 
covering the basic and disciplined reflections by au- 
thoritative writers in the fields of science, philoso- 
phy, and religion on the Ameritan scene during the 
extraordinarily tense and troublesome decade, 1939- 
1949. It consists of 48 papers commented upon by 
over 100 specialists in the respective fields covered, 
or rather more accurately, by over 100 commen- 


taries, since several of these authorities submitted 
a number of the formal papers. This is the tenth 
symposium in this highly important and informative 
series of a disciplined, scientifically oriented stock- 
taking of what is happening in the realms of mind 
and interpersonal relationships in the world of our 
day. I am examining both these contributions from 
the point of view of psychiatry for publication in the 
official Journal of the American Psychiatric Asso- 
ciation and since it is inescapable that only a meagre 
sampling of this rich quarry can be dealt with at 
best, I have selected for comment the papers that 
in my view are especially pertinent to the field of 
psychiatry. But I must immediately add that every 
psychiatrist’s perception as a specialist in human re- 
lations is sure to be sharpened and enriched by an 
acquaintance with the entire contents of this mine of 
erudition and insight. 

Gardner Murphy’s paper on the role of the psy- 
chologist in establishing better human relations in- 
itiates the series and is of a quality that one always 
expects in the writings of this versatile and down- 
to-earth authority in the field of psychology. He 
says, “Among the hypotheses which I believe are 
good but need more testing are the following: (1) 
Those who enjoy personal warmth and affection in 
early childhood thereafter seek and maintain stable 
and satisfying human relationships. (2) Those who 
in early childhood are encouraged to identify them- 
selves with a wide variety of personalities of widely 
varying cultural background will later tend to ac- 
cept and get along with a wide variety of adults. 
(3) Those who are free from insecurity and per- 
sonal threat will tend to show toward those who suf- 
fer the “primitive kindliness” described by Cooley, 
and the “primitive sympathy” described by Hum- 
phrey, while those who live in the shadow of in- 
security will have little emotional freedom to come 
to the support of others. (4) Those who get prac- 
tice as children in tolerance and cooperation will 
show some transfer effects in adult situations. (5) 
Those who as children are rigid and authority- 
ridden will cling most stubbornly to the hostile and 
suspicious attitudes which already characterize the 
authority-ridden world. (6) Human relations will 
almost automatically be bettered if new ways of 
perceiving one’s situations can be made available 
not too solemnly, but with zest and humor, through 
stories, skits and movies or better still through 
actual games, parties, work projects. As the thera- 
pist might state the matter, the person may be as- 
sisted in a friendly manner to see himself and his 
associates in an accepting way, parking his differ- 
ences and especially his sense of guilt outside the 
gate, perhaps reliving with Socrates the conception 
that evil is a form of misunderstanding or repeating 
with Jesus the phrase, ‘neither do I condemn thee.’ ” 

No one versed in the present-day principles of 
mental and social hygiene can take exception to 
the basic propositions outlined above. The critical 
remarks which Murphy’s paper provoked need not 
be taken too seriously, since they deal in the main 
with questions of establishing these principles. 

By way of contrast to the positive, affirmative 
propositions in Murphy’s contribution, Dr. Ruth 
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Strang, in her paper on the genetic approach to the 
problems of aggression, stresses the negative, in- 
hibiting and frustrating elements in personal de- 
velopment. She considers aggression as a strong 
basic drive, the source of initiative and achievement 
and gives her opinion that suppression of this source 
of psychological energy would be likely to produce 
docile, weak, passive ineffective individuals. She 
quotes Dollard’s definition of aggressive behavior, 
as an act whose goal response is injury to an or- 
ganism or its surrogate. Under this definition ag- 
gressive behavior is recognized by its end resuits, 
so that it is possible to differentiate aggressive be- 
havior (1) that just lets off steam, (2) that rights 
wrongs, (3) that injures other persons. The re- 
viewer has long entertained the opinion that the 
term “aggression” because of its hostile and de- 
structive implication is misused greatly in psychi- 
atric and psychoanalytic literature, and that in many 
instances the term “assertiveness” would fit the 
situation much more adequately. 

Some reference should be made to Richard Brick- 
ner’s stimluating further elaboration of his views on 
the German male. His reflections and suggestions 
about the education of the oncoming generation 
might receive more readily the attention they de- 
serve if he could rid himself of the need of rat- 
tling the old bone about the place of the human cor- 
tex in influencing the cultures man has developed. 
However, his approach does help to highlight the 
“historicity” of the contemporary model of Homo 
Sapiens. 

I shall now turn to a brief consideration of 
the companion volume, Social Problems, by Prof. 
Weaver. When I received this opulent volume (close 
to 800 pages of text) I faced the task involved with 
considerable dismay. But as I began to peruse its 
pages both the content and style of the book began 
to intrigue me and held me somewhat spellbound. 
I unhesitatingly recommend the book to my fellow 
psychiatrists, for whom it was obviously not written, 
as a very valuable source of enlightenment about the 
multidimensional matrix in which most of the clini- 
cal issues they meet with are imbedded. We can 
also learn a great deal about the techniques of com- 
munication, how a book which intends to inform and 
influence the minds of men and women should be 
written. 

This lack of skill in stating convincingly the 
issues dealt with in psychiatric theory and practice 
is a long standing handicap with us and is receiving 
due recognition only in recent years. This is in- 
tended as a textbook for students of sociology. Each 
chapter concludes with a brief summary which com- 
petently and judiciously reflects the contents of the 
text. Then follows a critically selected list of sug- 
gested readings which save the student, especially 
the young men and women from the pitfalls of one- 
sidedness and provincialism of point of view which 
an effective platform lecturer sometimes induces in 
the listener. 

The fault of a narrow, stultifying one-sidedness 
is especially evident in psychoanalytic literature, 
which wastes so much of the effort and time of the 
student with questions of “doxy” and is largely re- 


sponsible for the “battle of the schools” in this 
specialty. Weaver’s book covers the entire range of 
the “Kingdom of Evils,” man-made evils essentially, 
and here and there points the way for their meliora- 
tion, at any rate. 
Bernarp GLUECK, SR., 
New York City. 


ProsLeMs OF INFANCY AND CHILDHOOD—TRANSAC- 
TIONS OF THE SixTH CONFERENCE, 1952. Edited 
by Milton J. E. Senn, M.D. (New York: The 
Josiah Macy, Jr. Foundation, 1953. Price: 
$2.50.) 


The Sixth Conference held in 1952 differs from 
several of the preceding ones in that it was limited 
to “an infant-centered discussion of early develop- 
ment.” Three presentations provide the material for 
discussion. Kjellberg of the World Health Organi- 
zation, a guest of the conference, gave a brief but 
comprehensive report of the W. H. O. activities in 
the field of maternal and child health. 

Escalona’s presentation of “Emotional Develop- 
ment in the First Year of Life” is divided into 4 
sections. The first stresses the central theme of be- 
havior and development, “as a process of interaction 
between the organism and the environment.” The 
second and third sections deal respectively with 
“Space, Time, and Reality” and “Social Interaction, 
Contagion, and Communication” as they relate to 
the development during the early impressionable 
months of life. In illustration of the points made 
two cases, under observation, are presented. Wolf's 
presentation, “Observation of Individual Tendencies 
in the First Year of Life” is a general description 
of “a small part of a research project which is being 
carried out by a group at the Child Study Center at 
Yale” illustrated by one case presentation. “Exces- 
sive Crying in Infants—A Family Disease” by 
Stewart is an interesting report of research designed 
“to support or refute the hypothesis that excessive 
crying may be influenced, at least partially, by en- 
vironmental influences, particularly the relationship 
between the infant and the parents or other impor- 
tant people in the home.” 

This volume attempts to define the significant but, 
to date, little understood forces and factors impor- 
tant in development during the first year of life; 
also to “come to grips” with methods and techniques 
of research in this period. It is understandable, 
therefore, that reading this volume is, at times, diffi- 
cult. However, it is a significant contribution and 
is recommended to all interested in this period of 
maturation. 

Reynotp A. JENSEN, M.D., 
University of Minnesota Medical School. 


Bopi_y PrysioLlocy IN MENTAL AND EMOTIONAL 
Disorvers. By Mark D. Altschule, M.D. (New 
York: Grune and Stratton, 1953. Price: $5.75.) 


This book is likely to raise a good deal of criti- 
cism especially from those working in the psycho- 
somatic field and from most psychiatrists with a 
“dynamic approach.” 

Dr. Altschule, who is assistant professor of medi- 
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cine at Harvard, indicates in the introduction that 
he hopes that this book will be of help to internists 
and medical students. He reviews the literature re- 
porting physiological investigations and findings in: 
(1) “normal persons” (“effect of emotion”), (2) 
neurosis, and (3) manic-depressive, involutional, 
and schizophrenic psychoses. He deals in turn with 
different systems and aspects of bodily functioning 
under the 3 divisions mentioned above, for example, 
there are separate chapters on Circulation; Cuta- 
neous Functions; Respiration; Blood Gas; Gas- 
tro-Intestinal Function; Hepatic Function; Renal 
Function; Haematologic Changes; Cardohydrate, 
Protein, and Fat Metabolism; Mineral Metabolism; 
Vitamins, Enzyme Systems and Trace Elements ; 
Water Balance; Anterior-Pituitary-Adrenocortical 
Function; Anterior-Pituitary-Gonadal Function; 
Metabolic Rate; Sensory Functions. At the end of 
each chapter is an extensive list of references, in 
all totaling over 2,000 articles and books. This 
bibliography, including the earliest researches to 
the present day, is a very valuable source for those 
wishing to consult the original reports and opinions 
of experimenters and clinicians in this field. 

Throughout, the author gives his own opinion as 
to the value and significance of the original work. 
He considers many of the investigations as worth- 
less, suggesting “insistence on the same criteria of 
proof in studies of emotional factors as obtained in 
the rest of medicine would help to separate useful 
from useless concepts.” 

Quotations from the book perhaps indicate best 
the author’s views: “Attempts to prove that spe- 
cific diseases are associated with or consequence of 
specific tvpes of personality arouse skepticism be- 
cause of their lack of control studies, the limited 
amount of data presented, or evidence in some cases 
that the author is ignorant of the criteria used in 
recognizing the disease in question. 

“Similarly, symbolic concepts of the etiology 
of hypertension arouse skepticism; for example, 
Stevens’ idea that hypertension is a phallic symbol 
because a mercury manometer is used to study it 
arouses only wonder concerning what the symbolic 
formulation might have been had he used an aneroid 
manometer. 

“At present, understanding of the role of emotion 
in gastro-intestinal disorders is impaired by two 
factors, an excess of writing and a deficiency of in- 
formation. The extensive literature that has de- 
veloped is one consequence of the adoption of Freud- 
ian orificial symbolism by many psychiatrists. This 
symbolism when used as a basis of interpretation 
permits its desciples to interpret at length and in 
detail the reactions of the gastro-intestinal tract to 
anything at all, provided that physiologic data are 
ignored. Another type of symbolism is muck fa- 
voured by some psychosomaticists; in this type of 
thinking, the actions of the gastro-intestinal mus- 
culature and mucosa are arbitrarily linked to feel- 
ings and emotions because of superficial resem- 
blances, reinforced by play upon words.” 

In general, the author is not impressed by the 
evidence and statements to the effect that emotional 
factors can “cause” such disorders as peptic ulcer, 


hypertension, ulcerative colitis. He conciders the 
primary etiologies are probably unknown but grants 
that emotional factors have an important determin- 
ing influence on the course of many diseases. In 
addition he stresses the profound effect a structural 
disease may have on the emotional state of the 
patient. 

Many psychiatrists undoubtedly will disagree with 
most of the author’s statements and criticisms. They 
may be left with the impression that he ignores 
those aspects of human functioning that are not 
readily measurable by objective methods but none- 
theless on the basis of clinical experience may be 
potent factors in bodily physiology. Some psychi- 
atrists may dispense with the book as the work of a 
biased internist “of the old school.” Still others 
will consider there is a need for a more objective 
approach as Dr. Altschule recommends and would 
agree with his parting remarks: 

“Human nature being what it is, it is not surpris- 
ing that a system of thought as undisciplined as psy- 
chiatry should often follow the quick, short way of 
flights of imagination rather than the long, difficult 
road of observation in exploring the jungle of men- 
tal disorder. On the other hand, there is no rea- 
son for accepting this situation as inevitable. A 
thoroughly sound psychiatry cannot develop until 
all men working in it take for granted that accumu- 
lation of valid data is of primary importance and 
that exclusive preoccupation with superficially ac- 
ceptable conclusions is deleterious. Informed igno- 
rance is to be preferred to misguided certainty.” 

Joun G. Dewan, M.D., 
Dept. of Psychiatry, 
University of Toronto. 


Curso pe Psiquiatria. By Honorio Delgado. (Lima: 
Imprenta Santa Maria, 1953.) 


Following the line of a general pedagogic concept 
of psychiatry, Professor Delgado has made avail- 
able to the medical profession in Latin America, a 
much needed textbook on mental and emotional dis- 
orders. This purpose of the author, let me say em- 
phatically, has been fully accomplished. 

Conceived in a fluid, eloquent prose, Curso de 
Psiquiatria offers to the reader valuable material 
on definition, etiology, symptomatology, diagnosis, 
prognosis, and treatment of mental disturbances. 
The book is arranged in 25 chapters explaining, 
with patent mastery, the problems and solutions per- 
taining to the various disorders grouped under two 
great divisions of modern psychiatry, namely, psy- 
chopathology and special psychiatry. Emphasis is 
given to psychotherapy and mental hygiene. Each 
chapter is supplemented by a copious bibliography, 
highly useful to the student. 

MANUEL MAnrigug, M. D., 
New York City. 


TRAINING AND RESEARCH IN STATE MeNTAL HeaLtH 
ProcraMs. Published by the Council of State 
Governments. (Chicago, 1953. Price: $5.00.) 

This report to the Governors’ Conference, 1953, 
is a result of a 2-year study by a special research 
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staff of the Council of State Governments guided 
by an Advisory Committee which included 12 mem- 
bers of The American Psychiatric Association, two 
being former presidents. 

The study is a sequel to a report by the Council 
that has had wide influence for improvement in state 
action for mental health. The earlier volume, The 
Mental Health Programs of the Forty-Eight States, 
1950, dealt with broad aspects of the subject, in- 
cluding the administration of state hospital systems, 
their plant, personnel, and programs of care and 
treatment. 

The present report is the result of a request by 
the Governors’ Conference in 1951 that the Council 
undertake a further study that should include: 

“1, A survey of methods of training personnel 
and conducting research into the causes, prevention 
and cure of mental disease; 2. An investigation of 
the possibilities of setting up in less populous areas 
regional mental health bodies which could pool the 
training resources and research of a number of 
states in a common fight against mental illness; and 
3. An inquiry into the possibility of some over-all 
mechanism whereby the states could plan and co- 
ordinate their research and training programs to- 
ward a mutual goal of preventing mental illness and 
reducing the population of mental institutions.” 

The Council’s staff worked directly through the 
offices of the Governors and had the full cooperation 
of all state departments and agencies concerned with 
mental health and of hundreds of individual research 
scientists, universities, clinics, and other institutions. 

The administrative confusion and diffusion of ef- 
forts which exist in some state mental health pro- 
grams are amazing. This report to the Governors 
of the 48 states will surely emphasize to them the 
dire need, in some locations, for better organization 
and administration. In one state the state mental 
hospital had been under 4 different administrative 
agencies within the last 6 years, and 5 other agen- 
cies were involved in other phases of mental health 
work. 

The report contains excellent suggestions as to 
how the highest echelons of state agencies can co- 
ordinate and integrate their functions, interests, and 
activities in mental health problems. Directors of 
mental health programs are encouraged to use more 
initiative and ingenuity in promoting their pro- 
grams, and the need to explore new methods and 
concepts is emphasized. 

Most of the difficulties confronting research in 
state mental hospitals hinge on the lack of profes- 
sional personnel and funds, but material induce- 
ments by themselves are not sufficient to recruit re- 
search people of adequate caliber. There must be 
added freedom, support, facilities, and communica- 
tion to permit the researcher to work effectively. 


As the report points out, only 3% of the amount 
spent annually on medical research in the United 
States is devoted to mental disorders—an extremely 
small outlay as compared with sums devoted to re- 
search on such illnesses as cancer, tuberculosis, and 
poliomyelitis. Yet in terms of morbidity, hospital 
loads, human misery, unhappiness, and waste, men- 
tal disease is one of the most formidable problems 
we face—one that calls for far more effort through 
research to uncover the means of combatting it. 
Similarly, in the care and treatment and measures 
for prevention of mental illness, well-selected and 
well-trained personnel at all levels are especially 
necessary—even more so than may be the case for 
various other types of disease. 

Among the many important points emphasized in 
this book are the following: 

“The states bear by far the greater part of the 
responsibility for the mentally ill; they therefore 
have most to gain from any program that would re- 
duce the number of mentally ill. 

“The states have a virtual monopoly on the sub- 
jects of research—the patients; about five-sixths of 
the persons hospitalized for psychosis, alcoholism 
and mental deficiency are in state institutions. 

“The majority of mental health personnel are 
state employed; therefore any gains in the level of 
professional skill that result from better training 
affect primarily the state services. 

“It is primarily at the state governmental level 
that all the affected areas of life—education, wel- 
fare, correction, health—are represented by govern- 
mental departments whose efforts can be integrated 
for the common purpose to improve mental health.” 

Training of personnel and research are the two 
phases of action dealt with comprehensively. A vast 
amount of current information and material has 
been assembled, upon which the text is based. There 
are 24 major textual tables, 28 charts, an appendix 
consisting of 5 exhibits, maps, detailed tables and 
schedules. The exhibits present fascinating illustra- 
tions of educational programs and other efforts in 
mental health work. The summary and recommen- 
dations are in the front of the report. There is a 
list of selected references and a complete index. 

The report goes far beyond the fields of training 
and research, both by implication and direction. It 
is a worthy companion to and supplements the 1950 
report to the Governors and can provide a basis for 
notable advance in early years ahead. It commends 
itself to all psychiatrists and to others interested in 
mental health and should be in every reference 
library. 

H. Guturie, M.D., 
National Institute of Mental Health, 
Bethesda, Maryland. 
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“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


NO© iechnic, employing electrical currents, muscle relaxant 
drugs, or a combination thereof, can completely prevent 
incidence of undesirable side effects. . . 


BUT technics developed for use with the REITER 
ELECT ROSTIMULATOR have provided the means to 
REDUCE SIDE EFFECTS to an ABSOLUTE MINIMUM 


It is with considerable pride that introduction of Model RC47C is 
announced. This new model, developed under a coordinated clinical and 
laboratory research program includes many far-reaching advancements. 
One completely new feature is the incorporation of a rugged, easily set, 
electronic timer with second and minute hands providing stop-watch ac- 
curacy up toa full hour. With its automatic safeguards, Model RC47C 
provides for an amazing reduction of thrust even under an extremely high 
introduction of current. 


MODEL RC47C: 


Convulsive therapy—full range 

¢ Focal treatment—unilateral and bilateral convulsions 
Non-convulsive therapies 

¢ Barbiturate coma and other respiratory problems 

Electro-sleep therapy 


MODEL CW47D provides all the aforementioned features except 
for electro-sleep therapy. The electronic timer may be had on 
special order. 


OVER 100 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


REUBEN REITER. Se.D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 36, N. Y. | 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


4 : In this new four-acre plant—one of the most modern and completely equipped 
x in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. : 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional . 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE 


Edison Highway and Federal Street 4 
BALTIMORE 13, MARYLAND a 
New York: Fuller Bldg., 595 Madison Ave. a 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. ij e 
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TRIDIONE- An alternate 


ue to ee" 
Homolog h is often effective in 


ration whic 
actory to TRIDIONE therapy: 


of the petit ™ 


prepa 
cases 


al triad. 


GEMONIL® 


(Metharbital, Abbott) 


Have YOU A new d w toxici | 
ew drug of low toxicity for grand mal, 
petit mal, myoclonic and mixed seizures. ; 
used these 


Effective in conditions symptomatic of 
organic brain damage. 


modern 


Anticonvulsants? 


If you have, you know that each—used 


wisely, carefully—adds inestimably to the 


scope and progress of treatment of various 


epileptic disorders. If these drugs are not 


ant for psychomotor 


mal and mixed 


re all other 


yet familiar to you, we ask that you ae er er 
4 epilepsy» grand mal, petit 
seizures. Often successful whe 


leptic medicine . . . each has specific uses, oS conn al therapy hav 


remember them. Each has signalled a az 


dramatic advance in the field of antiepi- 


e failed. 


advantages. With them, you will be better ‘Sey 
able to fit your treatment to the seizure Re 


individualize your anticonvulsant ther- 
apy. Write today for literature on any or ee 
all of these important anticonvulsants. % 


North Chicago, Illinois. 


405097A 
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The BRETT SCHOOL i 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 4 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 4 
gram of therapeutic education. Varied handicrafts, cook- 4 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King eben Director of the Seguin School 
Catherine Allen Brett, M.A 


‘CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL : 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR o 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 
Hydrotherapy EKG and BMR Equipment 
Stereoscopic X-Ray * Equipped for Surgery + Electroencephalograph 
ALBERT J. CREVELLO, M. D. 
t Diplomate, American Board of Psychiatry and Neurelogy, Inc. 
Tel. 5-6181 Medical Director 


FAIR | 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


€ | 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 
York Maintaining Homelike, 
. Private Surroundings with 

MISS MARY R. CLASS, R.N., Director of Nurses Smestens Seen. 
MR. T. P. PROUT, JR., President The Institutional Atmosphere 


Is Eliminated, Yet All of j 
the Hospital Facilities Are j 
Available for Treatment and 


ELECTRIC SHOCK THERAPY OCCUPATIONAL 


IY Management of Problems in 
DIETETICS 
PSYCHOTHERAPY 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


CVOTO 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scittomer, M.D., 
Medical Director 


PROVEN PERFORMANCE 
and 
ALWAYS IN WORKING ORDER 
ask an OWNER 


No one who has ever used the 


Electronicratt 


electronarcosis instrument, for elec- 
tronarcosis or for glissando electric 
shock treatments, fails to appreciate 
that the owner is enjoying many 
advantages which it alone provides. 


FOR OWNERS IN YOUR VICINITY: 


Electronicraft Company 


534 Douglas Building 
257 South Spring Street 
Los Angeles 12, California 
Telephones: MAdison 5-1693 and 5-1694 


Cable: “Elnarcosis,” or “Glissando”’ 


INSTRUMENT OF CHOICE” 


Ten years of Clinical use 


1953-1954 
LIST OF FELLOWS AND MEMBERS 


$1.00 a copy for Members of the A.P.A. 
$2.00 a copy for Non-Members 


Gentlemen: I enclose $ 


Membership Directory. 


Mail to: EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 


New York 20, New York 


> 
ae 
| 
= 
tes 
_.... for my copy of the new 1953-1954 A.P.A. 
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HIGH POINT | 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RutuH Fox, M.D., Associate Consultant L. CLovis HirninG, M.D., Associate Consultant 


Attending Psychiatrists: STEPHEN W. Kempster, M.D.; MeRvYN SCHACHT, M.D. 


Associate Psychiatrists: LEonaRD C. Fraxk, M.D.; Sytvia L. Gennis, M.D.; Leonarp M.D., 
F.A.P.A.; DANIEL L. GOLDSTEIN, M.D., 7.A.P.A.; Simon H. NaGuer, M.D. 


Psychologists: LEATRICE StyrtT ScHACHT, M.A.; ALBERT L. SoBoL, Pu.D. 


Consulting Staff: Neurology, KENNETH M. Gana, M.D.; Gynecology, H. Giss, M.D., F.A.CS.; 
Surgery, Frank T. Massucco, M.D., F.A.C.S.; Internal Medicine, NATHANIEL J. ScHwartz, M.D., i 
F.A.C.P.; ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, Irvinc J. GRALNICK, D.D.S. ; 


Founded 1879 ROGERS 
RING SANATORIUM MEMORIAL 


Eight Miles from Boston y ANIT ARIUM 


For the study, care, and treatment of 


emotional, mental, personality, and habit OCONOMOWOC, WISCONSIN 
disorders. 

On a foundation of dynamic psycho- Located on Nashotah Lakes, 30 _ 
therapy all other recognized therapies are miles west of Milwaukee, providing , 
used as indicated. an ideal country environment, and 

facilities for modern methods of 

Cottage accommodations meet varied _ 
individual needs. Limited facilities for therapy of the psychoneuroses, psy- ] 
the continued care of progressive disor- chosomatic disorders, and other neu- 
ders requiring medical, psychiatric, or rologic and psychiatric problems. 
neurological supervision. Occupational therapy and recrea- 

F ull resident and associate staff. Cour- 
tesy privileges to qualified physicians. 

BENJAMIN Simon, M. D. Owen C. Crark, M. D. 
Director Medical Director 
Cuarces E. Wuirz, M. D. Cuares H. Fraser, M. D. 
Assistant Director A. C. WAsHBURNE, M.D. 
Arlington Heights, 
Francis W. CATHERINE A. ROSENBERG, R. N. 
ARlington 5-0081 Executive Secretary Director of Nursing 
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TO US THERE IS NOTHING SO WONDERFUL 
AS THE SIGHT OF 


Happy 


The exceptional child takes 


his place comfortably and 
easily in the relaxed and 
home-like atmosphere of 
The Brown Schools . . . and 
at the same time prescribed 
training continues quietly 
and efficiently through a 
skilled staff of psychiatrists, 
psychologists, and regis- 
tered nurses. Small enough 
to insist on individual at- 
tention, large enough to 
maintain a complete staff, 
The Brown Schools is a 
happy place for the excep- 
tional child. View book and 
full details on request. 


FOR EXCEPTIONAL CHILDREN 


BERT P. BROWN eerie PAUL L. WHITE, M.D 
President F.A.P.A. 
Medical Director 


P.O. BOX 4008-D 
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"HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 


. . . providing intensive individual psychotherapy in a 
residential setting. 


A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 
Director Ann Arbor, Michigan 
HARWORTH HOSPITAL 
525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


Separate buildings for nervous and emotional disorders. 
Registered with American Medical Association and American Hospital Association. 
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Twenty minutes from Times Square, Brooklyn and Bronz 


River Crest Sanitarium 


Ditmars Blvd. and 26th Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 
Landscaped twelve acre park. Thorough study and treatment. All accepted type of 


treatment available with individualized attention to psychotherapy, insulin and elec- 
troshock therapy. Full cooperation with referring physicians. 


JOHN C. KINDRED, M.D. LAYMAN R. HARRISON, M. D. 
Consultant Physician in Charge 


Telephone AStoria 8-0820 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 


havior problems. 
Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr HirscuBere, M. D., Director Topeka, Kansas; Telephone 3-6494 


CHESTNUT LODGE 


MEDICAL DIRECTOR—DeExtTeER M. M.D. 
CONSULTANT IN _ PSYCHOTHERAPY CLINICAL DIRECTOR 


FRIEDA FROMM-REICHMANN, M.D. MarRvIN L. ADLAND, M.D. 


CLINICAL ADMINISTRATORS 
Georce H. Preston, M.D. Rosert W. Gipson, M.D. 


CLINICAL PSYCHOLOGIST INTERNISTS M.D 


Marcaret J. Riocu, Pu. D. WILLIAM W. WELSH, 
CoRINNE Cooper, 


ASSOCIATES 
CHARLES A. BAKER, M. D. JaRL E. Dyrup, M. D. NorMAN C. Rintz, M.D. 
DonaLp L. BuRNHAM, M.D. JOHN P. Fort, Jr., M. D. CLARENCE G. ScHuLz, M. D. 
MABEL B. CoueEn, M. D. MILTON G. HENDLICH, HAROLD SEARLES, M. D. 
W. Coxe, M. D. RosBert G. KvARNEs, M. D. Mary J. Wuirte, M. D. 
Cecit C. CULLANDER, M. D. HELENA REINA, M. D. Orto A. WILL, Jr., M. D. 


CONSULTANT IN GERIATRICS—Epwarp J. Stiecuirz, M. D. 
ROCKVILLE MARYLAND 
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North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 


EST. 1898 


RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


a HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 


gees MILWAUKEE SANITARIUM 


Wauwatosa, Wisconsin 


(Chicago Office—1509 Marshall Field Annex is 
25 East Washington St.—Wednesdays, 1-3 MM. 
hone—Central 6-1162) 


Maintaining the highest standards 


since 1884, the Milwaukee Sanitarium 
Joser A. Kinpwatt, M. D. 
Carrot, W. Oscoop, M.D. continues to stand for all that is best 
Witiiam T. Krapwe M. D. 
Benjamin A. Ruskin, M. D. in the contemporary care and treat- 
Lewis Danzicer, M. D. P 
Russeit C. Morrison, M. D. ment of nervous disorders. Photo- 
James A, Atston, M. D. ‘ 

graphs and particulars sent on request. 


Watpo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 
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~ WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. ‘ 

ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 

ment procedures—electro shock, in- Medical Director & 

sulin, psychotherapy, occupational and ein! “jan 

recreational therapy—for nervous and THOMAS F. COATES, M.D. 

mental disorders and problems of =— 
idicti 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


R. H. CRYTZER, Administrator 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 q 

For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 


tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 
nel gives individual attention to each patient. 
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_ THE ULTIMATE GOAL Is 
ADJUSTMENT OF 
“THE “WHOLE CHILD” 


treatment, training and education is care- 
 fally considered for each child at The 
~ Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 


ber of the group. 
MEDICAL STAFF 
Leslie 2. Angus, M. Director of Psychiatric Services 
William L. Noe, Jr., M. D., Director of Medical Services 
Eugene B. Spitz, M. D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E, Wampler, M. A, 
Frances Wilmeth, Bi. A. 


Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLYANIA 
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Fritz Sterner, M, A. 
Frank P. D., Attending Consultant in Speech SR 
Ruth M. Strang, Ph. D., Attending Consultant in Reading 
| 
ij . Edward L. Johnstone, | 
President 


ing eventual level of 
= ‘ 
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